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The Surgery of Urological Injuries 


GRAYSON CARROLL, M.D. 
St. Louis 


— gleaned from the experiences of many large 
urological clinics, have come some good 
principles which are considered “recognized 

acceptable practice” in the handling of injuries 
of the urinary tract. These concepts form the 
basis of this paper. 


ine personal experiences and the data 


Kidney Injuries 

HE MOST serious renal injuries are from blows 

of the crushing type such as may be received 
from automobile accidents, athletic accidents, 
falls from ladders, cave-ins in mines or excava- 
tions. Most of these do not show external evi- 
dence but often are complicated by other internal 
injuries, such as injuries to the spleen or liver. 

A medicolegal problem presents itself if a 
previous lesion was present. For example, a 
hydronephrotic kidney is said to be six times 
as liable to rupture as a normal kidney; a renal 
tumor is subject to hemorrhage from a minor 
blow. Hemorrhage and urinary extravasation are 
the immediate problem. Immediate diagnostic 
measures, blood transfusions, and measures to 
combat shock are essential to saving the life in 
some instances. The St. Louis City Hospital is 
well prepared to render this service by having 
permanent and trained personnel available 24 
hours a day. Ambulance drivers and patrolmen 
at the scene of the accident are advised to bring 
all injured persons to the City Hospital for this 
reason. 

Whether an open operation is necessary, and 
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just when are both extremely important deci- 
sions. Except in cases where the pedicle has 
been severed, which is rare, most renal injuries 
are lacerations, and tend to be confined either 
intracapsular or within Gerota’s fascia. Watch- 
ful waiting should be the rule rather than pre- 
mature operation. Waiting a few days will permit 
the clotting confined within Gerota’s fascia and 
avoid the exsanguinating hemorrhage produced 
by opening the fascia before this has happened. 

Any injury produced by a blow or fall produc- 
ing only hematuria deserves a forced rest of two 
or three weeks even though the bleeding has 
ceased. Returning to work prematurely has pro- 
voked dire consequences. 

Large hematomas should not be cpened but 
permitted to resolve. 

Transabdominal opening of the posterior peri- 
toneum may be hazardous and in general a trans- 
peritoneal approach to an injured kidney is not 
satisfactory. Blood pressure and pulse should 
be recorded every half hour, but this is not al- 
ways diagnostic. A scout film showing absence 
of psoas muscle, elicting of pain on extension of 
the leg, tenderness and bulge in the flank, are 
evidences of increased bleeding. 

Even though a pyelogram gives evidence of 
a marked laceration or severance of a portion of 
the kidney, operative removal should be delayed 
three or four days when nephrectomy will be 
less hazardous. 

Delay may be justified also, even though uri- 
nary extravasation will ultimately occur. Anuria 
is a common condition in renal trauma making 
the risk of extravasation less urgent. Incision, 
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drainage, and repair can be done later. In con- 
trast, in bladder or urethral rupture, relief from 
extravasation is urgent. 


Ureteral Injuries 
RETERAL injuries other than surgical are very 
uncommon due to the mobility of the ureter 
and it being imbedded in soft structures. Only 
nine cases were recorded at the St. Louis Hos- 
pital where 90% of the injured in this area are 
first seen. 

The immediate problem is that of diversion 
of urine rather than that of hemorrhage, and this 
should be recognized and urinary diversion insti- 
tuted within the first 48 hours. Ureteral injuries 
are overlooked especially in multiple injuries 
largely because it is not considered. 

When recognized one should not search too 
long for the severed end of the ureter but pro- 
vide urinary diversion preferably by nephros- 
tomy or pyelostomy to save the kidney and fol- 
low a planned procedure later. 

Temporary cutaneous ureterostomy, or even 
a drain sutured to the adjoining fascia and 
brought out at the closest surface, preferably 
posteriorly, may be carried out. Indigo carmine 
injected intravenously will detect a severed ureter 
by the appearance of the dye in the tissue. 

The intravenous pyelogram or the cystoscopic 
insertion of the catheter is always advisable when 
practical. 

Where the severed ends are easily seen, a 
careful oblique end-to-end suture over a #5 ure- 
teral catheter is practical. A zigzag anastomosis 
without splinting has recently been advocated 
by Dr. Frank Hamm. 

It is inadvisable to use a T-tube or a large 
splinting catheter because experience has dem- 
onstrated formation of late strictures. Nephros- 
tomy and planned late repair is good practice. 


Injuries of the Scrotum 

CROTAL tear from power belts, meshing gears, 

or tractors should not be treated with strong 
antiseptics but cleansed with septisol surgical 
soap — debridement and removal of clothing or 
other foreign material embedded and evacuation 
of any accumulated blood; hematomata should 
be opened. 

Scrotal avulsion requires that the testes be 
covered at once either by scrotal skin or em- 
bedded under the skin of the adjacent thigh, to 
be detached at a later time. 

Penile skin injury deserves special attention. 
Skin attached to the base which is viable and 
extends suprapubically should be preserved, but 
if the shaft is divided and there is a short area 
of skin forming a cuff about the corona and not 
attached to the base, it should not be preserved 
even though it is viable since it will become very 
edematous and remain so. Detached patches of 
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viable skin on the shaft should be removed. 
Keliance should be placed in split thickness graft 
completely surrounding and loosely wrapped witn 
ample length for erections; small grafts have 
no place in penile skin repair. These large grafts 
can be taken from the lower abdomen and cut 


In zigzag manner. 

immediate exsanguinating hemorrhage from 
injury to the corpora is unlikely. Circular com- 
pression about the base will easily control it, 
put should not be sustained long. Edema or 
hematoma into the loose tissue should be evac- 
uated promptly since gangrene can easily oc- 
cur from constricting bands thus produced. It 
is important to remove all foreign fragments 
since they cause tender areas and contracting 
scars causing distorted erections. 

Immediate amputation of a portion of the 
organ is not necessary. Apparently devitalized 
portions recuperate and one can wait until a 
definite line of demarcation presents itself with- 
out fear of toxic absorption. If partial amputa- 
tion should be done the urethra should be per- 
mitted to extend beyond the shaft. This is 
possible because the urethra has a separate blood 
supply. 

Injury to the corpus cavernosa may result in 
a prolonged period before recovery and therefore 
becomes a compensation problem. Alternate heat 
and cold and diathermy over a period of months 
usually brings about recovery. 

Primary epididymitis from a blow is exceed- 
ingly rare. Heavy lifting or straining can pro- 
duce it only if there is infection in the prostate 
or seminal vesicles at the time, and the strain- 
ing causes the already existent infection to 
travel down. Immediate elevation with adhesive 
tape, not a suspensory, will immediately relieve 
the pain. 


Urethral Injuries 

ALLING astride a beam, girder, or ladder and 

compressing the urethra against the pubic 
arch results in crushing or severance. The tri- 
angular ligament is the dividing point. Anteriorly 
the bulb is injured with profuse bleeding. Be- 
hind the ligament the prostate and prostatic 
urethra are involved. Complete severance here 
may result in the patient literally urinating into 
his own tissues. 

Hemorrhage is not the serious factor, but 
extravasation is. Immediate evacuation will save 
devastating consequences. Also, the relatively 
prompt restoration of continuity of canal is im- 
portant to function. A catheter extending from 
the meatus into the bladder, whether in the pre- 
vious canal or not, or even where gaps appear, 
will suffice. A new canal with new formed mucous 
membrane wil! appear in six days. 

A cystotomy alone is indicated when shock is 
severe. Otherwise the passage of a sound from 
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he bladder and meeting one passed from the 
meatus is advisable. Should they not meet after 
a reasonable amount of effort the sound should 
9e forced through followed by a catheter which 
should be left in place for two weeks. The 
probability of a resultant stricture should be 
told to the patient and he should be advised to 
report for periodic dilatations. 

Rectal examination will disclose whether the 
urethra is completely severed as the prostate 
will be freely movable. 

In pelvic injuries, a catheter under strictly 
aseptic precautions should be passed and left 
in situ if bloody urine is obtained. 

The late repair of strictured areas cannot be 
discussed in detail but the complete removal 
of the strictured area by perineal exposure is 
quite feasible. 

The neurogenic bladder created by injury to 
the spine deserves special attention since the 
most complicating and ultimately fatal outcome 
often is occasioned by the renal failure. Reten- 
tion catheter and continuous small doses of 
furadantin or gantrisin will tend to prevent 
encrustations and infection. A catheter working 
need not be changed frequently. 

A neurogenic bladder, resultant from spinal 
iniury takes on different phases as time elapses 
after the injury. If after a number of months 
there is a dribbling of urine because of over- 
flow retention, a transurethral resection at the 
bladder neck will relieve the retention and there- 


by preserve the good kidney function and reduce 
the hazard of infection. The bladder is rarely 
ruptured in a violent accident, such as an auto- 
mobile crash, when the bladder is empty. When 
distended the injury may produce a rent in the 
bladder and the peritoneum. 

Such an accident should be immediately recog- 
nized and corrected by suture or adequate drain- 
age. Extraperitoneal rupture may not be im- 
mediately recognized unless considered as a 
probability. Immediate suprapubic opening and 
repair is indicated. It is good practice to pass a 
catheter and the bladder filled with normal saline 
or sterile water of a known amount and if this 
amount is not recovered it is evidence of a 
rupture. 

If x-ray is available the introduction of ski- 
odan, preferably with 1% neomycin, into the 
bladder and a flat x-ray taken will disclose 
the nature and extent of the rupture. Obviously 
the recovery of gas indicates a rupture of the 
bowel and the bladder. 

It may be said that any person in a severe 
accident should have the urine examined for 
possible appearance of blood and the passage of 
a catheter if they are unable to void. 


Summary 

N ALL severe industrial accident cases, prompt 
appraisal of the injury, with regard for the 

possibility of urinary tract damage, may avoid 

unfortunate consequences. 





Automated Medical Record Systems 


i INDUSTRIAL medical consultant has been too limited in what he has had to offer 
smaller corporations. These companies, and even giant corporations with multiple 


locations, are reluctant to spend the money necessary for the establishment of a per- 
manent medical program featuring examinations for all employees. To help solve 
this problem, we have developed mobile equipment which enables us to offer complete 
periodic examinations of employees in large as well as small corporations. Most in- 
dustrial physicians make sure their staffs keep adequate individual clinical records 
on all visits to their department. Like industry, which uses mechanical means for op- 
erations analyses in sales, production and finance, occupational medicine has developed 
two automated medical record systems. One system consists of a group or “deck” 
of 18 cards for comprehensive examinations such as pre-employment, periodic, and 
executive. A master card, keypunched with biographical data, a group of past and 
present history cards, a card for recording physical findings, and a group of cards for 
statistics on height, weight, blood pressure and laboratory and x-ray findings make 
up the deck. A second type of automated medical record features a single medical 
activities card for individual cases in the dispensary on which is recorded all informa- 
tion pertaining to the individual’s health record. These cards can be processed monthly 
and used to produce reports for the Medical Director; to make up a follow-up list; 
to facilitate health maintenance programs; to summarize an individual’s medical ac- 
tivities during a given period of time; and to produce a monthly tabulation of a 
plant’s accidents. Use of such systems will give the company a tool for pinpointing 
problem areas and for indicating the effects of changes that have been made in medi- 
cal policies or procedures. 


—BERT W. Brooks, M.D., at a meeting of the American Management Association, New York City, 
March 7, 1958. 
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Sclicosis tu Yapau 


—HISTORY AND TRADITION 


MASASHI SUZUKI, M.D., M.P.H., Labor Inspector 
Labor Standards Bureau, Ministry of Labor 


Chiyoda-ku, Tokyo, Japan 


RADITIONAL myths about evils and diseases 


exist among all peoples. In Japan, many 


traditions are harbored of fearsome diseases 
which attacked our ancient ancestors. While the 
exact date of origin of these traditions is un- 
known, they are believed to be factual. 

Among these traditions, one of the most pecu- 
liar relates to Yoroke, which means staggerer. 
The residents of certain mining towns in ancient 
times often observed pale-faced miners, racked 
by a painful cough, staggering on the roads of 
their towns. These miners were called Yoroke. 
The people in the towns did not know why these 
men staggered and often died before they 
reached the age of 40. But because of the early 
deaths of these men, it was a general expectation 
that the woman who wanted to marry a miner 
would be a multigamous person. 

Many aboriginal words about this disease of 
miners are still current in many places in Japan. 
The people called the disease by various names, 
such as Yoiyoi in the Tohoku district in the 
Northern part of Japan, or Yamayowari, which 
means weakness in mountain, on Sado Island, 
the largest one in the Japan Sea. In the Kyushu 
district, the westernmost part of Japan, Heppe 
was its customary name. 


INING in Japan dates back many centuries. 

As early as 700 A.D., it was reported that 
there existed certain mining laws. Records also 
reveal the operation in the year 795 of a silver 
mine located on Tsushima Island between Kyushu 
and Korea, with pits extending underground 
almost 400 feet. At that time, the chief difficulty 
centered around mine drainage. 

In the 15th and 16th centuries, when Japan 
experienced the Battle Ages, many feudal lords 
in various districts made elaborate efforts to ex- 
ploit the mines to finance their battles and to 
obtain metals for weapons. As a result, many 
mines prospered. In 1634, it was reported that 
explosive powders were being used in some mines 
of the Izu Peninsula and Besshi on Shikoku 
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Island. By that time mine pumps for drainage 
had been developed. 

The oldest report relating to a physician’s 
description of silicosis is a prescription for a 
certain antidote, which was called Shikintan for 
miners who were suffering from En-doku, which 
means smoke-poisoning, namely silicosis. This 
prescription of Dr. Genko Masuda, who lived on 
Sado Island where the most famous gold mine 
in Japan was located, is reported in a book 
Nihon Densetsu Sosho, Sado-no-maki compiled 
by Mr. Fujisawa, between 1673 and 1680, 30 
years before Ramazzini’s work was published in 
Italy. It was noted that Dr. Masuda lived on 
Sado for many years and treated numerous 
miners suffering from silicosis, and afterwards 
he bequeathed his prescription to Dr. Matsuoka. 
Unfortunately, however, this prescription has 
long been lost. Nihon Densetsu Sosho also carries 
a distressing story about silicosis on Sado Is- 
land. This book stated, “The life of the miner 
is very short because he inhales ‘stone-fume’ in 
the gold mine; the atmosphere in pits is vicious. 
It was entirely beyond expectation for the miner 
to live to be 50 years old. The majority of 
miners suffered from lung diseases within one 
or two years after entering the pits and could 
hardly keep alive for four or five years. There 
was a custom to celebrate their longevity if they 
survived to an age of 25 years, which is only 
half the life of common people.” 

In 1754, a volume of Nihon Meisho Ezu, 
Kanayama-no-maki, a picture book of famous 
places in Japan, was published, portraying the 
condition of mines at that time. 

Three interesting descriptions of silicosis 
written in the 19th century have been discovered 
by scholars: the first written by Masumi Sugae 
in 1802, the second by Risai Shiga, of Sado, in 
1842, and the third in 1848 by Gansho Ogawa, 
of Ikuno, a famous silver mine of Japan. 

Mr. Sugae wrote in his essay that, as a result 
of the disease called Jn, lives of miners were 
generally very short, and that few persons could 
welcome their 40th year. 

In his publication, Ikuno Kogi Den, a story 
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book about dutiful and loyal persons in Ikuno, 
Mr. Ogawa reported: 

“Dusts of stones or rocks are inhaled by 
miners into their lungs according to their res- 
piration. Owing to this, the lungs gradually 
decay. We call it smoke poisoning. Miners who 
entered into jobs in their 18th or 19th year are 
likely to die, in general, when they become about 
30 years old, and there are very few among 
them who could live to 40.” 

In 1840, Seibaku Kawaji, governor of Sado 
Island, precisely described the contemporary 
situation of the Island in his essay, “Shimane- 
no-susami” as follows: “There are very few 
miners who could live for seven years since 
entering their jobs. They all have been caught 
by the same peculiar disease with symptoms of 
coughing and expectorating of soot-like sputum, 
and at last died.” 

Several years ago, Mr. Yokota, of the Osari- 
zawa Mine, presented to the Industrial Hygiene 
Association of Japan an interesting letter writ- 
ten in 1812 by a physician who lived in the 
mining country. Silicosis was described as fol- 
lows: “The skin of the miner is always dark 
and has no moisture. The disease is likely to 
start in his 26th year with symptoms of cough- 
ing and expectorating of sputum with stony 
dusts. The patient becomes gradually weak and 
coughing becomes violent. First pain appears in 
the costal region; then, neck, back, chest and 
abdominal parts become painful. The condition 
resembles asthma.” This description indicates 
that the characteristic symptoms of silicosis 
were well recognized. 

In the book Churyo-manroku, also written 
about the same time, it was reported: ‘Miners 
who are engaged in operations in gold or copper 
mines daily used to be caught by the disease, 
Chippe, when they approached 50 and inevitably 
died with severe coughing and expectoration of 
black sputum. They had to take an expensive 
Dutch medicine called Talmaine for the remedy. 
Regrettably, we could not determine the kind 
of drug Talmaine was.” 

An unfounded rumor had spread in the Ikuno 
silver mine to the effect that Umeboshi (dried 
and salted plums — a popular salted pickle of 
Japan) effectively prevented the contraction of 
silicosis. As a result, the governor of the town 
had ordered the irrigation of arid fields for the 
planting of plum trees. Their hopes, needless 
to say, never materialized. 

Since the Meiji Revolution in the latter half 
of the 19th century, Japan has been baptized by 
western culture and civilization and has de- 
veloped rapidly. Modern, western medicine was 
eagerly introduced to Japan by many crusading 
pioneers. The medicine of Japan was remarkably 
changed by the import of these western, scien- 
tific methods and their influence was so great 
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that the old medical traditions of Japan were 
virtually forgotten. 

It was not until 1866 that Dr. Zenker, of Ger- 
many, created the term,” pneumonokoniosis.” It 
was much later that the term silicosis appeared. 


HE OLDEST report on silicosis from the view- 

point of modern scientific medicine in Japan 
is believed to be that of Dr. Eitaro Sato. Written 
in 1890, it is entitled “About Miner’s Phthysis.” 
In 1900, the first description of an autopsy of 
a silicotic worker was presented by Dr. Urai in 
the journal Jji-shimbun. The first scientific re- 
search on silicosis in Japan was conducted in 
1922-1923 by Dr. H. Harada, a mining inspector, 
who surveyed the metal mines in the Tohoku 
area. In seeking to discover the cause of death 
of the miners, Dr. Harada concluded that he 
had evidence of the existence of silicosis. He 
was astonished to find that the life expectancy 
of miners was about 10 years less than that of 
other residents of the area. 

In 1924, Dr. S. Ohnishi, then a mining in- 
spector and now director of the Silicosis Sana- 
torium in Tochigi Prefecture, prepared a report 
entitled “On the so-called Miner’s Phthysis in 
Japan.” 

During the period 1921-28, Dr. E. Arima and 
Dr. K. Shirakawa conducted an investigation of 
pneumoconiosis at a coal mine in Hokkaido, the 
northernmost part of Japan. Their detailed and 
elaborate reports were presented in 1929 in 
Tokyo-Ishi, a medical periodical, and in 1930 
in Kekkaku (Tuberculosis) under the title of 
“Anthracosis and Tuberculosis of the Lung.” 

During the same period, Dr. Suzuki and Dr. 
Noda were studying pneumoconioses among 
workers in the railway service. Mine researches 
in silicosis also were undertaken by others, such 
as Dr. Horai and Dr. Kimura, in the Hyogo 
Mine, Dr. Kobayashi, in the Ashio Copper Mine, 
Dr. Muramatsu, in the Kosaka Mine, and Dr. 
Matsushita, in certain mines in the Fukuoka 
Prefecture. Silicosis problems in various indus- 
tries, such as the fireproof brick, glass, and 
ceramics, were investigated by Dr. Tomoyosha 
Ishikawa. For the first time in Japan, certain 
diligent scholars in the Institute for Science of 
Labor, under the leadership of Dr. Teruoka and 
in association with Dr. Ishikawa, established in- 
dustrial hygiene methods of investigating dust 
problems and preventing pneumoconiosis. 

In June of 1930 silicosis occurring in metal 
mines was for the first time legally classified as 
an occupational disease subject to compensation. 
Assumption of responsibility by the employer, 
under an ordinance of the Social Bureau of 
Home Ministry, represented an epochal step in 
the solution of the silicosis problem in Japan. 
Coincidentally, in the same year, the first Inter- 
national Conference of Silicosis was held in 
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Johannesburg, South Africa, through the efforts 
of the International Labor Organization and 
other organizations concerned with the problem. 

After 1930, many medical reports relating to 
the pneumoconioses in Japan were presented, 
and much research was undertaken in various 
mines, factories, quarries and other industries, 
where silicosis-producing exposures were sus- 
pected. These reports and studies revealed the 
existence of numerous hazards and a large num- 
ber of silicotic workers. 

Some scholars explored not only the conditions 
under which the disease occurs but also methods 
of prevention. Pathologic and etiologic studies 
and experiments were also conducted. 

From 1930 to 1945, about 70 of these investi- 
gations were reported in the literature. Among 
the studies covered by these reports were sur- 
veys relating to asbestosis and other pneumo- 
conioses in the cement industry by Dr. Ohnishi, 
studies of coalminer’s pneumoconiosis conducted 
by Dr. Shirakawa, elaborate investigations of 
silicosis by Dr. Kobayashi in the Ashio copper 
mine, and by Dr. Kuroda in the Yawata steel 
industry, pathologic studies by Dr. Akazaki, 
professor at Niigata Medical University, and 
his associate Dr. K. Saito, physician for the 
Mitsubishi Mining Company, and studies of 
silicosis and dust hygiene in the ceramic and 
fireproof brick industries conducted by Dr. 
Ishikawa. 

However, because in some of these investiga- 
tions and researches the scale of studies was 
small, and the standards of diagnosis indefinite, 
the opinions of the authors were often consider- 
ably varied and inconsistent in many points. A 
comparison of these data is therefore difficult. 

In addition, since at that time there still 
existed the “labor with tears and sweat” phi- 
losophy in mining and other industries of Japan, 
the economic situation and social condition of 
the period made it difficult to promote an active 
policy of control and prevention of silicosis. The 
efforts of these investigations were consequently 
strictly limited. 


N RECENT years, society has shown a more en- 
lightened concept of the silicosis problem. 
One measure of this new comprehension and 
concern is found in the growing volume of medi- 


cal literature on the subject. Over 30 reports a 
year are now being presented at the general 
meeting of the Industrial Hygiene Association 
of Japan. The number of experts and scholars 
in the field of pneumoconiosis is likewise in- 
creasing; last year, some 50 applications for 
subsidies to investigate the pneumoconioses were 
submitted to the Ministry of Labor of Japan. 
This increased interest and activity would seem 
to augur well for the eventual conquest of a 
disease that has baffled and plagued our an- 
cestors for many hundreds of years. 
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No More Gray 


N ESTIMATED 60 to 65% of today’s factory walls are painted in hues like pastel 

green, brilliant orange, and nursery pink, instead of the traditional gray. In 
one plant — Esso refinery at Bayonne, New Jersey — each unit was allowed to pick 
its own colors. The result: 25 different color schemes, including a quarter-mile-long 
loading rack painted pink, with the spouts in baby blue. Research shows that restful 
shades, tend to cut eyestrain, improve efficiency, and even reduce absenteeism. 
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—From Supervisory Management, March, 1958. 
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Public Health Significance of Psittacosis 


FRED K. LAURENTZ, M.D. 
Director of Public Health 
City of Houston, Texas 


| enineeyea as a disease entity was first de- 
scribed in Switzerland in 1879. At the time 
it was called pneumotyphus. Since that time 
various outbreaks have occurred throughout the 
world. It was not until 1929-30 that it was 
definitely established that the disease was caused 
by a virus. 

The disease has, from the beginning, been 
associated with psittacine birds, and even now 
most of the isolated cases have been attributed 
to this group. However, since 1930, other birds 
have been definitely involved. Rosenau, in the 
eighth edition of his book, lists psittacine birds, 
canaries, linnets, pigeons, sea gulls, chickens, 
ducks, grouse and pheasant as among those im- 
plicated up to July, 1950. Turkeys were not 
named, although we know that they were im- 
plicated as early as 1948. 

Several outbreaks due to turkeys have been 
reported in recent years. Notably: one in Texas 
in 1954, in which there were 200 human cases 
scattered over the state; one in Oregon in 1956, 
which was reported by Harold M. Erickson, 
M.D., State Health Officer; and one in Houston 
in 1956, which is the basis of this paper. 

Briefly the history of the Houston outbreak 
is as follows: 

In early September, 1956, 2,000 turkeys from 
one flock were shipped to Houston for slaughter 
and freezing for the coming holiday trade. Ap- 
proximately 1,600 of these birds went to one 
plant, and 400 to another. Slaughter began on 
a Monday and continued for nearly two weeks. 
The first illness was reported on the Saturday 
following the beginning of slaughter. Thereafter 
for a period of two weeks new cases were added 
daily. At the end of this time, 29 laboratory- 
confirmed cases had been reported, with one 
death. The persons affected were all from the 
slaughter lines of the two plants involved. 

In the meantime, the slaughtered fowl had 
been frozen and stored in a local cold storage 
plant. These birds were immediately impounded 
and samples picked at random were submitted 
to the State Laboratory for examination. Psitta- 
cosis virus was isolated from four of these speci- 
mens. The entire group of slaughtered birds 
was then condemned, and with the consent of 


Presented at a meeting of the Texas Medical Association, 
July, 1957. 


April, 1958 


the owner, sent under supervision to a rendering 
plant. 

Some 4,000 turkeys from the same flock, but 
still on the farm were quarantined and investiga- 
tors from the State Department of Health and 
from Texas A. and M. College checked the 
flock. Evidence of psittacosis was found and the 
birds put on intensive treatment. After a month 
a trial run of 100 birds was made and no evi- 
dence of disease found in random samples. An- 
other run of 100 birds was made and no disease 
found. The flock was then released from quaran- 
tine. No further cases have been reported. 

It is evident from the Houston experience, 
and from others lately reported, that psittacosis 
is a definite hazard in the poultry industry, not 
only on the farm and processing plants, but 
also in rendering plants in which cases have 








TABLE I. 
REPORTED CASES OF PSITTACOSIS 
United States 














% of Total 
Cases Attributed Cases Attributed Cases Attributed 
to Psittacine Birds to Poultry to Poultry 
1929-30 170 os a 
1931 NA _ oa 
1982 74 _ _ 
1933 NA _— _ 
1934 22 - — 
1935-38 NA — _— 
1939 19 ~- _ 
1940 17 o — 
1941 50 _ _ 
1942 86 _— _ 
1943 21 _— _ 
1944 30 —_ _ 
1945 96 _ _ 
1946 53 _— _ 
1947 27 _ — 
1948 32 35 52.2 
1949 35 _ _ 
1950 26 _ _ 
1951 25 _ -_ 
1952 74 61 45.2 
1953 106 63 37.3 
1954 285 210 42.4 
1955 278 _ _ 
1956 (38 wks) 259 137 34.6 
TABLE II. 


PsITTACOSIS (ORNITHOSIS) CASES AMONG GROUPS 
EXPOSED TO INFECTED TURKEYS 
Oregon 1956 


Cases Confirmed or Probable 














Place of Number of 
Employment Workers Number % of Workers 
Farms 26 5 19.2 
Rendering Plant 43 29 67.4 
Processing Plants 237 49 20.7 
Other Marketing Facility 3 3 100.0 
Total 309 86 27.8 
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been recorded. A summary of the Oregon ex- 
perience is shown in Table I. Table II lists the 
reported cases of psittacosis in the United 
States since 1929, which shows clearly the grow- 
ing importance of poultry in the spread of this 
disease. These tables are adapted from the re- 
port of Dr. Erickson, given at the 1956 Annual 
Meeting of the American Public Health Asso- 
ciation at Atlantic City, and are used with his 
permission. 

The control of the disease in poultry should 
include examination of all birds before slaughter, 
elimination of all sick birds, and intensive treat- 
ment of infected flocks. This should be followed 
by compulsory inspection in processing plants 
under competent supervision and stringent plant 
regulations. 

Houston, in late 1956, adopted by ordinance 
compulsory poultry inspection. The ordinance 
was based on existing State regulations and 


United States Public Health Service recommen- 
dations. This service was actively begun in Jan- 
uary of this year. As far as I have been able 
to ascertain Houston is the only city in the 
U.S. that has adopted compulsory inspection. 

In conclusion, our own and other experiences 
have shown that: (1) Psittacosis is a minor 
public health problem. (2) It is primarily an 
industrial health problem. (3) The complete 
eradicaton of the disease is unlikely because of 
the large number of domestic and wild birds 
involved. (4) For the protection of the public 
all birds for human consumption should be in- 
spected. 
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Because It’s Good Business 


HERE has been a significant shift in the attitudes of many employers toward the 
hiring of disabled workers. Immediately after World War II, disabled veterans 
were hired mostly on a charitable basis. Now companies are putting their hiring of 
handicapped persons on the strictly practical basis of how well they can do the job. 
The shift in attitude has paid off for both the employer and the physically impaired 
worker. During fiscal 1957, the U.S. Employment Service placed 296,700 handicapped 


workers — the greatest number of any peacetime year. These figures do not include 
those placed by private agencies or through the state-federal vocational rehabilitation 
program — which covers “hard core cases” such as paraplegics, victims of cerebral 


palsy, and others who often require special training and pose special placement prob- 
lems. In fiscal 1957, about 71,500 workers got jobs through the vocational rehabilita- 
tion program, an increase of 5,297 over fiscal 1956. The total number of physically 
handicapped persons in the work force today is estimated to be between 7 and 8 mil- 
lion. The growing use of disabled persons by industry can be attributed in large part 
to the recent tight labor market, just as the first large-scale entry of the physically 
handicapped into the work force can be attributed to the manpower shortages of 
Werld War I. But there’s a big difference today. Most employers no longer consider 
the disabled as “last resort’? employees. The National Industrial Conference Board, 
in a report titled ‘The Company and the Physically Impaired Worker,” found that 
the chief reason for employing the handicapped now is “economic justification as the 
result of good employer experience in utilizing disabled persons.” In simple words, 
hiring them is good business. Many employers have adopted this attitude as a result 
of the efforts of the U.S. Employment Service, agencies such as Just One Break, Inc., 
and the Federation of the Handicapped, individuals in management and the unions, and 
such companies as Abilities, Inc., which is staffed from top officers to flocr sweepers 


by the disabled. 


—From Business Week, December 7, 1957, as quoted in The Man::gement Review, February, 1958. 
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Neurosurgical and Neurological 


Aspects of Industrial Trauma 


PHILIP J. HUBER, M.D., Detroit, Michigan 


PPROXIMATELY 10% of patients who sustain 

severe industrial trauma have problems of 
neurosurgical or neurological nature. This group 
includes head injuries, spinal injuries with cord 
or nerve root involvement, and peripheral nerve 
injuries. The usual reported series of any of these 
types of trauma separates industrial or com- 
pensable patients from the total group, since 
their responses to therapy and end-results differ. 
This would indicate that there is something dif- 
ferent about industrial or compensable patients. 
The trauma sustained by the central nervous 
system and the resultant pathology may be ex- 
actly the same as in the so-called average pri- 
vate case. However, the response to the same 
therapy is not the same. I will attempt to ap- 
proach this phenomenon from a neurosurgical 
point of view and present suggestions for im- 
provement of this discrepancy as it applied to 
neurosurgical injuries. 

Seven responsibilities of the industrial sur- 
geon have been listed by Estes.! These include 
excellent surgery, enlistment of patient’s parti- 
cipation in recovery of function, study of the 
patient’s economic or social problems, early use 
of physical medicine and expert consultation, 
extension of care over the entire period of dis- 
ability, and recognition of the potential of mod- 
ern rehabilitation procedures, with avoidance of 
litigation that prevents complete recovery of 
function. These responsibilities I feel, apply to 
any surgeon-patient relationship and are not 
peculiar to the industrial situation. Finally, I 
regard Aitken’s? statement, “The injured so often 
winds up with a much desired sum of money 
which he spends and a disability which he keeps,” 
as a sad commentary on current workman’s com- 
pensation laws which prevent the full use of 
modern rehabilitation. 

In the evaluation of trauma to the nervous 
system, there is no place for an inadequate his- 
tory. All details of the accident must be care- 
fully recorded. Antecedent history with regard 
to domestic felicity and economic security of 
the patient is important. Habits and previous 
diseases, with particular reference to those af- 
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tecting the nervous system, must be investi- 
gated. Vid a symptom ot a nervous disease such 
as unsteadiness ol gait precede or precipitate 
tne accident? The patient’s attitude must be 
determined with regard to resentment, revenge- 
tul teelings, or honesty. Is he desirous of re- 
turning to work? The history, neurological ex- 
amination, and after-effects must be correlated. 
Are the after-effects the expected consequences, 
or are they out of proportion to the type of 
injury sustained? 

The neurological examination must be com- 
plete. It does not stop at the waist in the patient 
with low back pain. Argyll Robertson pupils, 
the nystagmus of multiple sclerosis, papilledema 
and positive cerebellar signs due to metastatic 
disease have been seen in such patients. In 
craniocerebral injuries, cranial nerve palsies or 
long tract signs are diligently sought. In spinal 
cord and nerve root lesions, motor signs are 
most reliable because they are objective. Loss 
of muscle tone and weakness precede atrophy 
and paralysis. It is impossible to do a neuro- 
logical examination on a clothed patient. De- 
grees of muscle weakness should be estimated 
in a simple way to permit repeated evaluation 
in order to determine progress or change. 

After a thorough history and a complete neuro- 
logical evaluation of the patient, adequate treat- 
ment must be instituted. If this step is properly 
and correctly made the successful enlistment of 
the active participation of the patient in obtain- 
ing restoration of full function of the injured 
part may be expected. However, it is at this 
point that industrial patients differ from the 
so-called average private patient. The industrial 
physician is anxious to return the patient to 
duty as soon as possible. One insurance com- 
pany reports that 34% of patients referred late 
(seven months or more after injury) to its 
clinic cannot be fully rehabilitated because of 
unrecognized nerve injuries and fixed soft tis- 
sues. Therefore, the timing of consultation is 
of the utmost importance. 

With regard to head injuries, the greater the 
severity of the initial injury, as measured rough- 
ly by duration of unconsciousness, the greater 
the probability of associated damage. The pre- 
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traumatic personality, the emotional reaction to 
the accident, and environmental factors are of 
great importance in the development of persist- 
ent symptoms — the so-called postconcussioa 
syndrome. In a study of 258 closed head injuries 
Muller and Naumann* found pretraumatic men- 
tal disturbances present in 45% of the patients, 
and psychological stress at the time of the acci- 
dent present in 20% of the patients. This, they 
explain is due to the fact that persons who are 
mentally disturbed or suffering stress of various 
kinds are exposed to accidents oftener than 
others. These authors as well as others and our- 
selves have found early ambulation extremely 
important to the rapid recovery of head in- 
juries. Head injuries have great emotional sig- 
nificance and concussion is felt to be a dangerous 
condition leading to brain damage and mental 
retardation. Early ambulation and return to work 
will convince the patient that his ideas were 
exaggerated. Combining early ambulation and 
mild psychotherapy, which consisted chiefly of 
explanation and suggestion, Muller and Naumann 
had only nine cases or 4% of 234 patients who 
were disabled after eight weeks. Seventy-nine 
percent were only disabled four weeks. They 
feel psychogenic mechanisms are decisive in the 
origin of the postconcussion syndrome. 

The severe head injury with persistent symp- 
toms or focal neurological signs must be sub- 
mitted to additional procedures. The procedure 
of choice, be it trephines, encephalography or 
arteriography, depends on the individual patient 
and the preference of the surgeon. Frequently 
persistent post-traumatic headaches are relieved 
by pneumoencephalography. 

Trauma to the spine with pain radiating into 
an extremity brings up the possibility of a 
root syndrome. Muscle strains with subsequent 
spasm, ligamentous lesions about joints or fascia 
tears may produce this picture. Referred pain 
from the viscera or retroperitoneal structures 
can be misleading. A complete neurological ex- 
amination will disclose whether nerve roots are 
involved. The large fibers in the motor root will 
be affected by pathology impinging upon the 
root and loss of function will ultimately become 
apparent. When a patient has a root syndrome 
secondary to trauma he is a neurosurgical pa- 
tient. Unfortunately many of these patients are 
not seen until a great deal of muscle atrophy 


has taken place. In such instances the appropriate 
neurosurgical procedure may increase the weak 
ness. It is important to realize that all root 
syndromes are not the result of rupture of the 
intervertebral disc. Hemorrhage into nerve roots 
direct trauma, or neuropathy secondary to in- 
fection, toxin or metabolic disorder may impail 
their function. Brailsford? has pointed out the 
error of labeling every backache a “slipped disc.” 
His analysis of 10,000 reports made by himself 
on radiographs of patients complaining of pain 
in the back is illuminating. A diagnostic myelo- 
gram is usually indicated when a nerve root 
syndrome is present in an industrial patient. 
However, with a classical history and a definite 
clinical picture of herniated intervertebral disc, 
I advise surgical exploration without myelo- 
graphy. Discography which has been reported 
from Sweden and tried at various centers is 
not advisable in my opinion. In regard to disco- 
graphy, Brailsford suggests ‘“‘we bear in mind the 
words of Isaac Judaeus from the ninth century, 
‘Treating the sick is like boring holes in pearls 
and the physician must act with caution lest 
he destroy the pearl committed to his charge.’ ”’ 


Summary 

NDUSTRIAL trauma, as it affects the central ner- 

vous system, is no different from any other 
trauma. The patients are the same but their in- 
jury is the result of their occupation. As phys- 
icians, it is our responsibility to restore the 
patient to gainful employment at his highest ob- 
tainable skill. After complete neurological study 
the appropriate neurosurgical procedure should 
be carried out if indicated. Immediate plans must 
also be made for rehabilitation. Early ambula- 
tion and psychotherapy should be used for head 
injuries. The present facilities of physical medi- 
cine should be employed to assist maximal re- 
covery of spinal cord, nerve root, and peripheral 
nerve injuries. If these suggestions are followed 
the difference in response between industrial and 
so-called private patients will be less. 
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Open Air Sewage 


HUMAN being breathes in from 7,000 to 10,000 quarts of air in every 24 hours. 

In a modern urban-industrial environment each quart of air also contains a 

chemical cocktail of potentially poisonous or cancer-causing substances. Toxic mater- 

ials that have been found in suspended matter include, lead, mercury, cadmium, ar- 
senic, beryllium, sulfurous materials, nitrates. 

—MD, January, 1958, as quoted in Schering Science Bulletin, February, 1958. 
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Medical Department Layout and Design 


Section III — Reconstruction of the Proposed Plan — Continued 


WILLIAM J. FULTON, M.D. 
Detroit, Michigan 


INOR TREATMENT FACILITIES: The second of 

the “Three separate groups of facilities 
needed to serve all functions” (Fig. 1) serves 
Function 2-A — Minor Treatment. In our project, 
cases falling in this classification average 329 
per day and “make up 90% of the total hos- 
pital contacts.” In Fig. 21, GREEN indicates the 
pathways and areas used by these patients. 

When we discussed the layout of these facili- 
ties in the proposed plan (Section II), this 
90% of the contacts was divided into two dis- 
tinct groups of cases, comprised of 70% and 
20% respectively. In Fig. 5 the pathways of 
the 70% group were indicated by ARROWS, path- 
ways of the 20% group by LINES OF DOTS. This 
was done to demonstrate the crisscrossing traf- 
fic of the two groups. Since crossing traffic has 
been eliminated in the revised layout, arrows 
and dots are unnecessary in Fig. 21. 

This revised layout is planned in accordance 
with the data set forth in Table XIV and the 
discussion thereof. Data and discussion amounted 
to a forecast of the “Daily Flow Chart of Med- 
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Fig. 21. 
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ical Services” through our project, and deter- 
mination of what facilities would be needed ef- 
ficiently to administer those services. 

In Fig. 21, these two groups of minor treat- 
ment cases will be distributed as follows: 


GROUP I 

70% — 256 cases 

52% —190 cases —Will be cared for in the four 
Treatment booths 

18% — 66 cases —Will be cared for in the two Eye 
rooms 

GROUP II 

20% — 73 cases — 

15% — 55 cases —Will be cared for in the Physio- 
therapy. While not specifically in- 
dicated, there is ample area to 
provide the needed “Four private 


spaces — two of which should 
permit accommodation of prone 
patients.” 


5% — 18 cases—Will be cared for in the Treat- 
ment Ward — rest and recovery. 
There is ample area for “Three 
private bed spaces.” This ward 
has toilet facilities. 

Installing any of a number of 
efficient sliding or folding par- 
titions that are available today 
in the Physiotherapy or Treat- 
ment ward insures individual 
privacy and makes unnecessary 
the provision of separate facil- 
ities for men and women. 

There follow some general and 
specific features that are graph- 
ically demonstrated in Fig. 21. 

1. Under all circumstances, 
treatment of this largest group 
of short term cases will center 
at “R.N.” It is close to the Eye 
rooms. On third shift, or when 
there is a reduction in force, 
and only one nurse is on duty, 
activity will gravitate to this 
point, thus lessening the dis- 
tances one nurse will be obliged 
to cover MOST FREQUENTLY. 

Active supplies are immediate- 
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ly at hand to all four booths, and secondary 
drugs and medical supplies are available in 
the corridor behind. 

Nurses servicing the booths can move lateral- 
ly, into other functions, without crossing patient 
traffic or passing through treatment areas. 

2. The proximity of the doctor’s office to R.N. 
promotes close liaison between physician and 
nurses in services to these cases. The physician 
is but a few steps from the Eye rooms and 
Minor Treatment booths. To see those cases in 
this group that require his services, the phys- 
ician need not enter or cross any area in which 
patients are actively moving about. 

8. Those requiring X-Ray have a short direct 
pathway to this facility through a corridor and 
an entrance that are separate and apart from the 
Examination Facilities. 

4. The 73 cases comprising the 20% in Group 
II require less nursing time per case, remain 
longer in the hospital, and are obviously less 
frequent. Hence, Physiotherapy and Treatment 
ward are placed further from R.N. and nearer 
the main entrance. A great many of these cases 
are automatically returned to work by various 
timing-device signals and, therefore, require 
only one trip by the nurse. While rarely involved, 
the physician can reach either of these facilities 
without crossing a busy area. 

5. The separate small green rectangle in the 
minor treatment area marked “LAV” represents a 
SPECIAL SCRUBBING LAVATORY. It is placed in a 
location apart from the actual treatment and 
dressing stations. This installation is for the 
express purpose of cleaning up those many in- 
juries that reach the hospital begrimed with an 
assortment of dirt, grease, tar, or other adhesive 
substances that are difficult to remove. It is 
equipped with brushes, green soap, solvents, and 
germicidal agents. If installed in a small room, 
be sure to provide the nurse with enough elbow- 
room to allow her to move about freely. The 
surgical, medical, sanitary, and practical advan- 
tages of this type of special lavatory or “initial 
scrub-up room” to industrial Medical Depart- 
ments need no detailed elaboration. 

6. Nurse-Clerk Liaison and Records — If 
needed, a fifth booth could be installed in the 
space at the center of the treatment booths. In 
Fig. 21 this space is left open to allow more 
direct access of nurses to the clerical operations 
in the Active Record area. It is in this area 
that, on entrance of the patient, the initial 
record of injury or sick complaint is made up, 
emergencies being the exception. On entrance 
for re-treatment or surgical redressing, the in- 
itial record is “pulled” by the clerk. In both 
instances, the record accompanies the patient 
to the nurse. After treatment, professional notes 
are added by physician or nurse, and the respec- 
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Fig. 22. 


tive records are returned to and retained in the 
active file until each case is “closed or discharged 
by a member of the medical staff.” (See Active 
Records, Section I.) 

The clerical interviews with employees inci- 
dental to gathering information necessary to the 
compiling of accident and other medical reports 
will also take place in this area. 

During times when Pre-employment Examina- 
tions are few and far between, the write-up, 
Phase I of this procedure, can be done here. 
When completed, a nurse at R.N. need travel 
but a short distance to meet the candidate and 
escort him through the central corridor on the 
left into the Examination Facilities. 

This brings us to a discussion of the means 
of obtaining individual PRIVACY in the minor 
treatment area. To furnish contrast, we present 
two photographs of the same Department which 
served employees engaged in a manufacturing 
operation. . 

The first (Fig. 22), was made during the 
time when the number of employees, predomi- 
nantly male, varied between 1200 and 2400. The 
view is made from inside one of the two en- 
trances from the factory. The doorway of the 
second entrance opened into the corridor that 
can be seen in the center background. The Eye 
room is on the left. General characteristics of 
this Minor Treatment dispensary are similar 
to those mentioned in the second paragraph of 
our introductory remarks. Patients can ap- 
proach the dressing table from both sides, and, 
since no chairs are provided, they must remain 
standing. An occasional “fainting spell” will 
play noisy havoc with this tall, narrow type of 
top-heavy furniture. The degree of individual 
privacy obtainable in these surroundings is on 
a par with that attributed to the larger Minor 
Treatment area in the proposed plan, that was 
visualized in Fig. 6. If individual privacy could 
be scored, it would rate a near ZERO in both in- 
stances. 

The second photograph (Fig. 23), was made 
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during wartime. The area has been rearranged to 
serve from 4,000 to 6,500 employees, 40% of 
whom are women. All patients enter this Depart- 
ment through one doorway. In the foreground is a 
portion of the railed waiting space at this en- 
trance. The front edge of the receptionist’s 
desk is barely visible in the right lower corner. 
A supply service and storage room now occupies 
the space formerly taken up by the corridor 
that served the second entrance from the factory. 
Doorway and some of the cabinets in this supply 
room are visible in the background. Patients 
seated in the four booths are being cared for. 

These booths are 4 ft. x 4 ft. The partitions 
are 5 ft. high, and are constructed of 1% in. 
pipe frames that surround plywood suspended 
by pipe-clamps. These simple materials were 
expedient to wartime, but are not recommended 
for beauty or appearance. Curtains half the 
width of the booth are hinged to the booth en- 
trance edges on both sides. When closed, these 
curtains will conceal the seated patients from 
view of the waiting room. 

Booths such as these at least afford the patients 
MINIMUM privacy, and represent the type indi- 
cated in Fig. 21. 

Fig. 24 shows two groupings of minor treat- 
ment rooms, typifying means of obtaining greater 
degrees of individual privacy. The eight rooms 


are identical in equipment, shape, and size 
(8: ft. x & ft. 6 im). 
The four numerals in each A 


group represent patients facing 


What of the nursing activities? As pointed 
out in Section I, “the nursing service is the 
focal point on which all time and motion studies 
should converge.” If each nurse spent her en- 
tire time within the confines of only one of 
these eight rooms, a motion study would produce 
little of practical value. We know, however, that 
no such situation ever exists continuously, and 
so we should consider the time and motion in- 
volved when only one nurse serves all four rooms 
in each of the respective groups. As previously 
pointed out, it is very important to plan for times 
when a “reduction in force” reduces medical per- 
sonnel, and for a “third shift with but one nurse 
on duty.” 

Therefore, let us measure the distances be- 
tween the R.N. points in each of the four rooms 
of the respective groups. 








MOTION STUDY 








Distance 
in Linear 
Feet Between Gross 
RN Points 1&2 1&3 1&4 2&4 Total 
I Group B 19 24 29 24 «96 100.0% 
Group A 10 13 16 19 58 60.0% 
Difference 9 11 13 5 38 40.0% 





Though the rooms in Group B afford 100% 
individual privacy to patients, the walking dis- 
tances required of a nurse to serve them are 
40% greater than the walking distances re- 
quired to serve the rooms in Group A. 

These distances can be further reduced by 
making a passage two feet wide in the central 
partition of GROUP A and in the three central 
partitions in GROUP B. Locations of these pas- 
sages are indicated on the diagram by dashes 
(—). 

The effect on the walking distances of the 
nurse is expressed in the table on the opposite 
page. 

Reduction of distances in Group A is not too 
impressive; however, in Group B, installation 
of passages cuts the walking distances by more 
than half (51%). 








nurses at points R.N. 
Comparing the degree of pri- 
vacy afforded patients in the re- 
spective groups, B affords 100% 
privacy to all four patients, 
while in A the privacy of the 
No. 1 and No. 3 patients will 
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obviously be interrupted by pas- 








sage of patients to the No. 2 
and No. 4 locations. So much 
for patients’ privacy. 
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MINOR TREATMENT ROOMS 


Fig. 24. 
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Distance 

in Linear 
Feet Between Gross 
RN Poirts 1&2 1&31&4 2&4 Total 

GROUP A 


II Original I 10 13 16 19 58 100.0% 
Partition 











Passage 10 13 16 12 51 88.0% 
Reduction in 

Distances — —_-_ — 7 7 12.0% 
GRCUP B 


III OriginalI 19 24 29 24 96 100.0% 
Partition 





Passages 7 i 68 11 47 49.0% 
Reduction in 
Distances 12 13 11 13 49 51.0% 





The following figures compare distances in A 
and B when partition passages are included in 
construction: 








sages 





With Partition Pas 


IV GROUPA 
II 10 1316 12 51 100.0% 
GROUP B 
III 7 17, as 11 47 93.7% 





Difference 38 2 -2 1 #4 68% 





Comparing IV with I reverses the positions of 
A and B. With passages, Group B not only re- 
quires shorter distances, but retains 100% pri- 
vacy for patients. 

This demonstration may induce Departments 
that now have B type groupings to cut passages 
in the partitions (provided present plumbing 
and wiring installations will permit it). 

The adequacy of an opening only two feet 
wide has been questioned. It is ample. A port- 
to-starboard beam of 20 inches would be ex- 
tremely rare, and I have yet to encounter a nurse 
with a fore and aft diameter of 24 inches. Since 
only nurses would use these openings, there 
should be no appreciable infringement on the 
privacy of a patient. 

The figures in IV pretty well demonstrate 
that when partition passages are provided, Group 
B becomes preferable to A from the viewpoint 
of both patient-privacy and nurse work-effort. 
Time and motion analysis should not stop here, 
however. We have reached the point to apply 
the second of the “two important conclusions” 
reached at the end of Section I, namely, 

“2. Since all functions must operate simul- 
taneously and nursing service is involved in all 
functions and every contact, planning should 
concentrate on economy in distance, time, and 
motion expended by the nurse in her to-and-fro 
services among ALL FACILITIES.” 

Though Group “B” represents only a part of 
one of the three main Facility groups, the mo- 
tions of the nurses serving it are confined within 
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its three walls. They can move from right to 
left, but there is only one way to get in and one 
way to get out of the group-area. True, the 
short-term cases treated in the rooms are nu- 
merous, comprising 52% of all the people that 
enter the Department (190 cases per day). On 
the other hand, the remaining percentages use 
the other facilities as follows: 18% — the Eye 
rooms; 15% — the Physiotherapy; 9% — the 
Examination Facilities; 5% — the Rest and 
Recovery ward, and 1% — the Emergency Fa- 
cilities (Section II, Daily Flow Chart). 

These facts pose practical questions that per- 
tain to the administration of nursing services. 
How often and how far must a nurse walk from 
the Minor Treatment rooms to reach each of 
the Facilities just mentioned? How far must 
she walk to replenish an item of active supply, 
or to furnish a patient a seldom-used drug or 
article, such as a crutch, cane, or special splint? 
By what route, and how far will the doctor be 
required to travel in order to see an occasional 
case in the Minor Treatment rooms? 

Insofar as they apply to the revised layout, 
the above questions have already been answered 
in the six points covering “general and specific 
features that are graphically demonstrated in 
Fig. 21.” In order to obtain MAXIMUM privacy 
for patients, we are going to put in place of the 
booths in Fig. 21, four rooms of the approxi- 
mate size of those in Group “B.” At the same 
time, these four rooms will be arranged so as 
to retain the advantages of the motion studies 
that were applied to the booths and enumerated 
in the six points just mentioned. 

The layout of this arrangement is in Fig. 25. 
When compared with Fig. 21, in the light of 
the above questions, it will be evident that this 
arrangement has retained privacy, gained con- 
venience, shortened distances, and reduced to 
a minimum the wear-and-tear on nurses’ feet 
during their ‘“to-and-fro services among ALL FA- 
CILITIES.” 

The four rooms of Group B have been moved 
forward to a distance sufficient to allow a three- 
foot crosswalk to pass in front of the active 
supply installations and join the corridors at 
either end. There are now THREE WAYS IN AND 
OUT of each of these rooms. The rather bulky 
lavatories have been removed from the parti- 
tions. Replacement of these with less bulky and 
more practical surgical cuspidors, fitted with 
drinking water supply, is recommended. 

In Fig. 25, a perspective sketch made from the 
reception area is superimposed above the floor 
layout in dimensional alignment. Part of this 
same perspective appeared in Fig. 10. Dimensions 
of particular interest are shown. End walls and 
partitions reach the ceiling. Fronts are opaque 
to a height of five feet and glazed above. Open- 
ings at the front are provided with two-way 
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surgical cuspidor and medicinal 
> water supply. 
Thoughtful study of this dia- 








gram and its relationships to 
the over-all revised plan will sug- 
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gest many worthwhile and ad- 
vantageous features of this ar- 
rangement. It is scarcely neces- 
sary to describe them in detail. 

A COMPRESSED AIR supply is 
recommended as standard equip- 
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ment in all Minor Treatment 
booths or rooms. Include instal- 
lation of air lines and outlets 
when planning. One compressor 
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with sufficient capacity to serve 
all outlets is preferable to a 








Fig. 25. 


swinging doors. In order to make the location 
of the SPECIAL SCRUBBING LAVATORY more promi- 
nent, the five-foot screen that conceals it has 
been omitted. 

Rooms are individually equipped with labora- 
tory type benches, 12 in. x 12 in. porcelain sinks, 
water supply, and active supply shelves and cab- 
inets. While the crosswalk has advantages al- 
ready described, it does place an additional three 
feet of distance for the nurse to travel between 
her patient and the active supply installations 
as shown. If the nurse has to make two turns 
and cover this additional three feet every time 
she needs something, it would add up to a con- 
siderable amount of lost motion (3 ft. x 2 = 6 
ft. x 190 daily cases = 1140 ft., which represents 
& MINIMUM of a quarter mile of wasted effort). 
The repetitive gyrations add up to a dizzy nui- 
sance. The rectangles at the back ends of the 
partitions represent locations of mobile or fixed 
trays, tables, shelves, or cabinets to hold those 
instruments, dressings, solutions, and drugs that 
are most frequently used in Minor Treatment. 
Every industrial nurse knows what those ar- 
ticles are. Placing them within arm’s reach of 
the nurse makes the need for her to use the 
installations behind her a rare, rather than a 
frequent, occasion. There is plenty of room to 
place these most used supplies in front of the 
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scattering of small compressors. 
Medical Departments housed in 
factories and office buildings 
that are equipped with central 
air compressors may derive their 
compressed air supplies from 
these sources. In such instances, 
the proper filter with pressure 
reduction valve is interposed be- 
tween the medical air lines and 
the source of supply. ‘“‘Head 
colds,” often associated with 
headache and earache, and ac- 
companied by blocked nasal pas- 
sages, sinus outlets, and eusta- 
chian tubes, are the most frequent complaint 
encountered in industrial practice. This syn- 
drome costs industry as much lost efficiency 
and time during working hours as all other 
complaints put together, to say nothing of 
the personal misery it inflicts on the numerous 
victims. I have yet to find a therapy that gives 
these sufferers such speedy and almost miracul- 
ous relief as solutions sprayed or nebulized with 
compressed air. There is no other single treat- 
ment that affords such dramatic relief to so 
many or that instills a more widespread sense 
of personal good-will. It has no peer as an §in- 
strument for saving time and maintaining ef- 
ficiency. The cost of installation will be re- 
turned a hundred fold to the employer and em- 
ployees. 

This concludes comments on the revised Minor 
Treatment layout. Discussion of the third main 
group, III — 2-B, Major Emergency Facilities, 
is postponed while we bring up the subjects of 
employing a medical RECEPTIONIST and making 
APPOINTMENTS (neither subject is pertinent to 
emergencies). We have taken for granted that 
a receptionist will be employed in our project 
and have provided working quarters for such an 
assignment in the revised layout. The follow- 
ing discussion will develop some reasons for be- 
lieving that MANUFACTURING industry can ill af- 
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ford to be without a receptionist in Medical De- 
partments that serve upwards from 700 em- 
ployees. 

There seems to be a taken-for-granted premise 
in industry that every subjective physical com- 
plaint warrants an immediate trip to the Med- 
ical Department. When this false premise is 
allowed to become a fixed habit, industry faces 
a surprisingly time-wasting, costly, and aggra- 
vating situation. The following is typical of 
the most frequent gripe registered against in- 
plant medical service by supervision: “I let 
Joe Zilch go to Medical to have a little cut 
redressed (or for relief of a headache), and he 
was away from the job for an hour and a half. 
*x.!x poor medical service!!”” The supervisor 
has a point. Indeed if this is an assembly-line 
operation, the work of Joe Zilch must be carried 
on during his absence by a relief or utility man, 
so the cost is double. There are two chief causes 
for this situation: 

1. An UNDERMANNED Medical Department. 

2. Failure of MANAGEMENT to establish a policy 
of communication between medicine and super- 
vision that would prevent such unnecessary 
wastage of time and insure reasonably prompt 
service during working hours. 

The remedy for the first cause is obvious. 
Maintain medica! manpower at a level adequate 
at least to serve the daily average case load. A 
local time-study of the medical services will 
furnish management the facts on which they 
can make a decision, and establish a policy. 

As to the remedy for the second cause (even 
when the Medical Department is adequately 
manned), we are firmly convinced that the one 
way to prevent “Joe Zilch-like gripes” is to 
ESTABLISH THE POLICY OF AND THE MACHINERY 
FOR MAKING APPOINTMENTS DURING WORKING 
HOURS. 

The following verbatim excerpts, culled from 
a rather extensive file, represent in brief, the 
recorded experiences, observations, comments, 
and suggestions of nurses and clerks that per- 
tain to a subject which has long been a chronic 
plague to many adequately manned industrial 
Medical Departments. Enough is implied in these 
few excerpts to define the problem. 

“Naturally, people with severe conditions can- 
not be expected to make appointments, but at 
least 75% of those with nonemergency con- 
ditions, most of them personal, are allowed to 
come at their own convenience and without hav- 
ing made any attempt to make an appointment. 
. . . Of course, these patients always encounter 
persons waiting ahead of them. . . . On excep- 
tionally busy days, the wait for a nonemergency, 
no-appointment case can be a half hour and 
more... There are a few who expect immediate 
treatment in spite of a full waiting room, and 
want neither to wait nor return later. With 
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these we have sometimes encountered unpleasant- 
ness. . . . One man who lodged a complaint be- 
cause he could not see the doctor at the time he 
happened to drop in, has been asked repeatedly 
to give us a call before coming. His physical 
complaints are always minor and vague. This 
man is not alone. A day rarely passes without 
a number of such cases, and on some days we 
just can’t work these people in within reason- 
able time limits. . . Some apparently come 
appointmentless deliberately, and seem to en- 
joy facing a long wait. They much prefer wait- 
ing an hour to making another trip. . . . Oc- 
casionally, an employee is late in keeping an 
appointment, which causes every patient already 
waiting to lose additional time. ... When a 
patient fails to keep an appointment, it ties up 
time that someone else could have used. Un- 
fortunately, this sort of thing happens most 
often on our busiest days, when we can least 
afford to lose time. These situations make it 
most difficult to give people the prompt efficient 
service that we wish to give. ... The only way 
I know to stop such complaints is to prevent the 
cause. The only way to prevent the cause is to 
call on management to establish a definite policy. 
The administration of any such policy is actual- 
ly management’s responsibility and begins at the 
level of line supervision.” 

It requires no Archimedes to calculate the 
amount of time wasted because of this fault in 
administration. It is not unusual for each of 
10 different supervisors to allow a Joe Zilch 
to go to Medical within the same six minutes. 
Anyone can discern that a tremendous amount 
of waiting time would be involved under these 
circumstances. Suppose two of those Zilches 
needed a 20-minute physiotherapy treatment and 
the one unit available was in use? An answer 
is scarcely necessary. On the other hand, suppose 
an appointment-making policy was in effect and 
each of the supervisors gave Medical a call? 
The 10 cases could have been spread over that 
“hour and a half away from the job” that oc- 
casioned a squawk from the foreman of our one 
original Joe Zilch. 

What proportion of all medical contacts could 
be scheduled? With the exception of some of the 
types classified as 1-C Special Consultations, all 
other types of examination can be scheduled. 
It is impossible to schedule the 1% classified as 
2-B Major Emergency. A very high number of 
those cases classified as 2-A Minor Treatment 
are quite amenable to scheduling. How can we 
define what constitutes an “emergency” or an 
“acute” condition among these minor cases? How 
fine can the line be drawn between those who 
should and those who should not be expected to 
make appointments? The answers to these ques- 
tions, in part at least, are contained in the fol- 
lowing conclusions mutually reached in a meet- 
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ng otf minds between management, medicine, 
yersonnel, and safety. The purposes of this 
meeting are implied in the conclusions: 

“Because of the increasing demand for medical 
services, it has become necessary to make an 
appointment in advance for all but emergency 
and acute conditions. Appointments can be 
made through the Medical Department recep- 
tionist. 

“‘All open wounds, and any conditions, whether 
occupational or personal, that obviously are un- 
comfortably disabling and merit prompt atten- 
tion, may be considered acute or emergencies. 
It will be helpful if the Medical Department is 
notified that such cases are on their way. 

“Appointment for a revisit or retreatment 
can be made with the Medical receptionist by an 
employee at the time of any visit. 

“Cooperation by supervision in carrying out 
the foregoing will help this Department give a 
higher grade of medical and personal service. 
Wastage of much time through unnecessarily 
long waiting periods will be prevented.” 

The definitions of ‘acute’ and “emergency” 
as set forth above are quite liberal and allow a 
wide latitude for exercise of judgment on the 
part of the supervisor. Literally, anyone who, 
in the judgment of the foreman, is objectively 
uncomfortable and incapacitated to the slightest 
degree can be sent immediately to Medical. Ac- 
cepting this liberal definition as a criterion, we 
assert that not more than 15% of the Minor 
Treatment contacts would come within the 
categories of “acute” and “emergency” (14 in 
each 100). Taking into consideration the total 
of all medical contacts in all classifications, we 
conclude that 83% OF ALL CONTACTS ARE AMEN- 
ABLE TO SOME FORM OF SCHEDULING. 

Lest one should get the impression from the 
foregoing that every appointment involves a 
call to Medical by a supervisor, we should 
clarify what we mean by “some form of sched- 
uling.” A variety of procedures can be followed 
in scheduling visits to the Department: 

1. Pre-employment Examinations can be sched- 
uled in the Employment Department through a 
cooperative arrangement with the Medical De- 
partment. 

2. Periodic Occupational and Health Mainte- 
nance Examinations can be set up in the Medical 
Department. Notifications would be sent to the 
respective supervisors a reasonable time in ad- 
vance of the date and time of appointment. 

Treatment Function figures break these cases 
into the following two groups. The percentages 
are derived from accurate data pertaining to 
manufacturing and non-manufacturing (white 
collar) occupations during the year 1957, and 
include 287,000 visits. 

Regardless of the kind of occupation served 
by the Department, all Treatment Function con- 
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NEW VISITS vS RETREATMENT VISITS ONE YEAR 
Non- 
Manufacturing Manufacturing 
Occupations Occupations 
Revisits 
Injury 22.57% *6.55% 
Sick *6.74% 22.86% 
Total Revisits 29.31% 29.41% 
First Visits 
Total Injured 
and Sick 70.69% 70.59% 
~~ 100.00% 100.00% 


*Note the reversal of the proportionate amounts 
of sickness and injury in the respective types of 
occupations. These recent data support the conclu- 
sion drawn from Table II, namely, that quantita- 
tively, injury predominates in manufacturing occu- 
pations and sickness in nonmanufacturing (white- 
colar) occupations. Several checks were made to 
assure us that the slight difference of only .1% 
between the above totals was indeed correct. 





tacts fall into one of two distinct classes: ap- 
proximately 70% are FIRST VISITS, and 30% RE- 
visiTs for treatment subsequent to a first visit. 
Each class is amenable to a specific ‘form of 
scheduling.” 

3. REVISITS — 30% — (to quote from the 
conclusions of the meeting just described), “‘Ap- 
pointments for a revisit or retreatment may be 
made with the medical receptionist by an em- 
ployee at the time of any visit.” In our project, 
a working station to carry out such a procedure 
is provided in the Reception-Active Record area 
of the revised layout. 

4. FIRST VISITS — 70%. We have already con- 
ceded that MAJOR emergencies (1%) and those 
cases coming within the broad definition of 
“acute” and “emergency” (14°) are excluded 
from the possibility of being scheduled. This 
leaves us with 55% of the total treatment visits 
that are amenable to a.system of scheduling that 
can be adopted as a policy of management and 
administered through cooperative liaison of med- 
icine and all levels of supervision. Failure to 
establish some reasonable control of this latter 
class of minor cases, that too often are sent 
willy-nilly to Medical during working hours, 
wastes time and is the underlying instigator of 
the majority of aspersions cast against the ef- 
ficiency and competence of many industrial Med- 
ical Departments. 

Can any tangible value of making appoint- 
ments in industrial practice be demonstrated? 
The answer is definitely “yes” in terms of 
time and cost. In Section I, two studies of time 
spent in the Department by Treatment Func- 
tion cases were presented. Data for the second 
study, presented in Table XI, were gathered 
during periods when no effort was made to con- 
trol this 55% serment of treatment cases and 
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the efforts of Medical to schedule the 30% 
“revisit” segment were most ineffective. The 
data for the first study, presented in Table X, 
were gathered during the period when a system 
of making appointments ‘was the accepted policy 
of management.” 

To demonstrate the tangible value in terms 
of TIME, there follows a summary-comparison of 
the data in Tables X and XI. 

Especially significant is the fact that the great- 
est proportionate amount of time saved is in 
those most numerous short-term cases included 
in the first and second time groups. Further de- 
tails are unnecessary; the figures speak for 
themselves. 

In a way, this off-the-job time is a form of 
on-the-job “sick absenteeism.” When compared 
to the time lost through real sick absenteeism, 
the proportionate time is surprisingly high. 
Based on reliable sick absenteeism and in-plant 
hospital records, two analyses revealed that the 
time lost during working hours by trips to 
Medical amounted respectively to 5.5% and 
17% of the total working time lost through all 
sick absenteeism. The 5.5% was obtained in 
1941 when public morbidity was high; the 17%, 
in 1938 when public morbidity was low. The 
relation to public morbidity accounts for this 
wide difference in results. Nevertheless, in either 
instance, the proportionate amount of time lost 
is high. A 34.9% reduction in on-the-job sick 
absenteeism, as demonstrated above, is not to 
be sneezed at. That such a re- 


TURING occupation, we have applied the 1:15 ra- 
tio to each of these numbers. This yields the 
average cases produced per day by each sized 
group, as shown in Column II. The 26.93 minutes 
per case time study of Table XI is then applied 
to the respective numbers of cases, and deter- 
mines the hours spent in the hospital by cases 
WITHOUT appointments, as shown in Column III. 
Using the 17.53 minutes per case time study of 
Table X, the same process is repeated, yielding 
the determinations of hours spent in the hos- 
pital by cases WITH appointments, as shown in 
Column IV. The differences between the hours 
spent “with” and “without” appointments are 
shown in Column V in terms of HOURS SAVED 
PER DAY. To estimate COSTS involved, $2.00 
per hour is applied to each of these differences 
and the results placed in Column VI in terms of 
DOLLARS SAVED PER DAY. 

A nurse who wishes to estimate the poten- 
tial savings in a scheduling system can ignore 
Column I and apply these two time studies to 
the daily average number of treatment cases that 
are actually being experienced in her own De- 
partment. 

The BREAK-EVEN point is shown at the level 
of 51 cases per day. At this level, the eight- 
hour performance of a receptionist’s duties bal- 
ances the eight labor-hours saved thereby. In 
OUR PROJECT, the administration of a well-rounded 
system of scheduling by a receptionist would 
save more than five times this number of “break- 








duction can be achieved and 


SUMMARY-COMPARISON OF TABLES X AND XI 





maintained by methods no more Fycatment Functions 


Time Spent in Hospital 





dramatic than the administra- 


i Time Groups 1 2 3 4 5 6 Average 
tion of a sound policy, backed by Minutes 1:10 11:20 21:30 31:40 41:50 51:60 Total 
sat : Table XI 
SRpSEveNCe, 58 worthy of note. Minutes per Case 7.8 18.7 27.2 37.2° 48.2 57.4 26.93 


When data such as the above No Appointments 
are presented, it should require Table x 
no great powers of persuasion , Minutes per Case 


t ° rede: that th With Appointments 
Oo convince supervision a e iit Miaiadl aie 


—5.8 -15.4 -—24.3 -35.8  -—45.0 -—55.0 —17.53 








Case 2.0 3.3 2.9 1.4 3.2 2.4 9.4 



































nonproductive minute used to Percentage of Time Saved 25.6% 17.6% 10.6% 3.7% 6.6% 4.1% 84.9% 
phone Me dical is time well spent Tame XV. 
when it will save an average of 
9.4 minutes of productive time _Tetment Function Cases Cost Savings 
per trip to the hospital. : a a iv Vv  — 
To demonstrate a tangible val- oot Oot — = 
ue in terms of COST, a pay rate No. of Average Table XI Table X Dollars 
F is ed i Employees- Cases Without With Hours Saved 
of $2 00 oan hour “s 7 = Manufacturing per Day Appointments Appointments Saved per Day at 
conjunction with these two time Occupation 1:15 26.93 Min. 17.53 Min. per Day $2 per Hour 
studies. I am advised by one who 100 . 3.14 2.04 1.10 $ 2.20 
: ld know that $2.00 500 33 14.81 9.64 5.17 10.84 
certainly shou $ E 700 46 20.64 13.44 7.20 14.40 
as an average hourly rate in I a ee ee 
: : *765 61 22.90 14.90 8.00 16.00* 
e 
this year of 1958 will produc 800 53 23.78 15.48 8.30 16.60 
estimates well on the conserva- 1000 66 29.62 19.28 10.34 20.68 
te : : 1500 100 44.43 28.92 15.51 31.02 
tive side. The estimates are 2000 133 59.24 38.56 20.68 41.36 
shown in Table XV. 2500 166 74.05 48.20 25.85 51.70 
Various numbers of employees 2000 200 —_ oa $1.08 nat 
are placed in Column 1. Since **4000 266 118.48 77.12 41.36 82.72** 
5000 338 148.10 96.40 51.70 108.40 


our project serves a MANUFAC- 
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even” hours per day (8:41.36). The cost sav- 
ings during a 40-hour-week year in our project 
would amount to $21,093.60. 

Have no doubt that the cost estimates in 
Table XV are conservative. We know the hourly 
rate of $2.00 is low. In addition, we suspect that 
the receptionist’s pay rate of $16.00 a day 
($4,080 a year) is too high, which would place 
the break-even point in cost Column VI some- 
what below the 51 case-level. Also, recall a pre- 
vious observation that “some one else must 
carry on the work of a person absent from an 
assembly operation.” This fact could very well 
double the cost of a number of the individual 
cases included in Table XV. Table XV repre- 
sents both a total loss of direct labor dollars and 
the profitable application to production of direct 
labor dollars that could be saved. True, no tan- 
gible vouchers exist that would make profit or 
loss subject to the tax gatherers; nevertheless, 
either a profit or a loss is attested to in the con- 
tinuous ticking of the time-clocks. Further elab- 
oration is redundant. 

The INTANGIBLE values and advantages that 
accrue from administering a_ visit-scheduling 
system are legion. A whole chapter could be 
devoted to them. Omitting the items of time 
and cost, which have already been covered, we 
will comment on a few of the more important 
ones. 

1. PEAK Hours. To a considerable degree, 
scheduling will level off the so-called “peak 
hours” that are so common in industrial prac- 
tice. The rushed activities during these peaks 
breed an impersonal, brush-off, hurried type of 
service that, from both the medical and human 
relations viewpoint, is of very inferior quality. 
Records made under such circumstances are of 
dubious worth. Repetitions of peak conditions 
give rise to increasing individual and group re- 
sentment against the Medical Department and the 
employer it represents. 

2. DISTRIBUTION OF CASES (according to type 
and time required). An industrial nurse already 
knows and a medical receptionist soon becomes 
familiar with the various types of complaints 
and injuries. In a short time, a nurse or re- 
ceptionist learns how much time it takes and 
what facility or equipment is involved in a wide 
variety of conditions. Application of this ac- 
cumulated knowledge to a scheduling system 
brings about a remarkably rapid yet smooth dis- 
tribution of patients into the medical facilities 
and among the medical staff personnel. After 
a brief experience, many receptionists become 
quite adept in establishing and maintaining a 
daily work pattern for the medical staff that 
is consistently smooth and efficient. 

The receptionist certainly will know the time, 
facility, treatment, and equipment necessary for 
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each of those “appointments made for a revisit 
. .. by an employee at the time of any visit.” 
As previously noted, this group comprises ap- 
proximately 30% of all Treatment Function 
cases. Patients in this group can be scheduled 
for a return visit today, tomorrow, on alternate 
days, or, in some instances, as long as two 
weeks hence. In any event, the patient’s name 
and a note or symbol to designate what facility, 
equipment, or type of treatment will be involved 
are recorded on the calendar at the appointed 
date and time. (Lest an employee forget, it 
is common practice to furnish the patient a 
marked printed memo form that he takes to 
his immediate supervisor.) 

Only a few words with a supervisor are neces- 
sary for an experienced nurse or receptionist 
to “size up” the -medical characteristics and 
needs in the condition he describes. This ability 
to size up applies to the new visits that are 
amenable to a system of scheduling administered 
through cooperative liaison of Medical and super- 
vision. This group comprises 55% of all Treat- 
ment Function cases. They are the “Joe Zilch 
cases,” with a cold, sore throat, head, back or 
shoulder ache, indigestion, or a wounded finger 
to be redressed. None of the complaints is acute, 
emergency, or disabling to an appreciable de- 
gree. Provided prompt attention is forthcoming 
on arrival, remaining a little longer at work 
before leaving for Medical is reasonable and 
will not in reality prolong the discomfort. We 
are not for one moment implying that every 
Joe’ Zilch must continue at work for an hour 
and a half after his supervisor phones Medical. 
In practice, this is far from the case. 

The multilith form shown here represents the 
A.M., or morning half, of a. DAILY CALENDAR for 
recording appointments. The design of this par- 
ticular sample is based on the actual daily ex- 
perience of a receptionist in this specific de- 
partment. The cross lines denote 15-minute 
periods. Daily medical service covers a span of 
91% hours (8:00 A.M.:5:30 P.M.). “Staggered”’ 
working and lunch hours among individuals of 
the medical staff account for the differences in 
size of the 15-minute spaces. Since more pa- 
tients can be seen during periods when the 
full complement of medical personnel is on 
duty, the corresponding 15-minute spaces are 
made largest. Let us visualize what probably 
takes place as the receptionist processes the 
calls from supervisors relative to some of the 
complaints and symptoms listed above. An ap- 
pointment calendar similar to the one just 
described is on the desk before her. 

Before beginning the drama, note the strate- 
gic location of the Receptionist’s working sta- 
tion at “R” in Fig. 9.. A person stationed at 
this point commands an unobstructed view of 
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the waiting rooms, the entrance from the fac- 
tory and the Employment Department, and all 
four Minor Treatment booths or rooms, includ- 
ing the nurses (or heads of nurses) working 
therein. These vantages of position are further 
demonstrated graphically in Figs. 10 and 25. 
The appointment calendar gives a firsthand grasp 
of what is going on in the out-of-sight Facili- 
ties in the Department. The objective visual 
knowledge of what is taking place in the busiest 
area adds a factor which greatly enhances the 
receptionist’s ability to size up the calls from 
supervision and to distribute the respective cases 
promptly and efficiently. We will “tune in” on 
a few typical calls. In actual practice, the fiction 
that follows will turn out to be 99% fact. 
CASE No. 1 — 

Supervisor's call: “Backache.” 

Size up by receptionist: Nearly every one of 
these cases receives some type of heat therapy, 
lying down. The doctor often sees back cases. 
It is convenient to have them on a table under 
the “heat unit” if he does have to make an 
examination. This case will be cared for in one 
of the two prone cubicles in the physiotherapy 
room. Treatment time is about 22 minutes. 

Appointment Calendar: Both prone cubicles 
are now occupied. One will be available in about 
10 more minutes; a patient has just entered the 
other one. A _ revisit appointment for prone 
physiotherapy is due to arrive within the next 
12 minutes. Therefore, a unit will be available 
in approximately 20 minutes. 

Answer to supervisor: “Have your man re- 


port here in 22 minutes — his name please?” 
CASE No. 2 — 
Call: “Cold — nose all stuffed up — worse 


when he has his respirator on.” 
Size up: Will probably have nose sprayed and 
receive some medication. Five to eight minutes 
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“ans Answer: “Send him along; we 
can take care of him right 


ae away.” 
CASE No. 3 — 
Call: “Indigestion — com- 


plaining for several days, and 
would like to see the doctor. 
No, he is not especially uncomfortable; looks the 
same now as he did when he clocked in this 
morning.” 

Size up: Case will be seen in either doctor’s 
quarters or the Minor Treatment ward. (Would 
be classified as Function 1-C.) There is always 
close cooperation between secretary and recep- 
tionist in keeping each other posted as to the 
doctor’s schedule. In a case such as this, back 
records should be made available to the doctor. 

Calendar: According to the light signals, the 
doctor is now in the Examination Facilities. 
Two Examinations are scheduled, which will 
occupy the next 30 minutes. An appointment 
follows that will take about 15 minutes. No 
appointment for 20 minutes thereafter. 

Answer: “The doctor will be able and glad to 
see the employee in 45 minutes.” 

CASE No. 4 — 

Call: ‘Headache, for about an hour, and hopes 
you can give him something for it.” 

Size up: Minor Treatment room. Nurse may 
have him rest for awhile in Minor Treatment 
ward. 

Calendar: No appointments for minor treat- 
ment within the next 10 minutes. 

Visual: Two minor emergencies just came in 
and were sent directly to a treatment booth and 
the eye room. One has a bleeding cut finger; 
the other thinks he has something in his eye. 
These have temporarily backed up three cases 
in the waiting room. A nurse is just now ready 
to take care of one. The fourth nurse is busy 
with the doctor on a major emergency case. 
We will be able to “work this call in” in about 
15 minutes. 

Answer: “Send him in 15 minutes.” 

CASE No. 5 — 

Call: “Sore shoulder; says it hurts him when 

he raises his arm. Has been bothering him a 
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little for a couple of days; it is getting worse.” 

Size up: Sounds like what the doctor and 
nurses call bursitis. Nearly always give them 
a heat treatment. Can be treated sitting up. Put 
in any cubicle in physiotherapy. 

Calendar: Three cubicles are available now. 

Visual: All four nurses busy in booths. Only 
two people wating for minor treatrment. One 
nurse will surely be free in a few moments. 

Answer: “Send him up right away.” 

CASE No. 6 — 

Call: “The adhesive is beginning to loosen on 
Joe’s cut finger. He needs to have the dressing 
changed. The cut is covered all right.” 

Size up: Five minutes of nurse’s time. Minor 
Treatment booth. 

Calendar: Quiet for next 10-15 minutes. 

Visual: Two nurses available. Slack period in 
Minor Treatment area. 

Answer: “Send him right away.” 

The following effects are implicit in these 
six case-sketches: 

(a) Smooth flow and efficient distribution of 
cases. 

(b) Optimum use of nursing time and physio- 
therapy equipment. 

(c) Taking advantage of opportunities to use 
any slack time, i.e., Cases No. 2, No. 5, and 
No. 6. 

(d) Personalized, prompt, unhurried service, 
on arrival of patients in most cases. 

(e) Tangible saving of one hour and 22 min- 
utes of waiting time, i.e., Cases No. 1, No. 3, 
and No. 4. 

To be sure, one-half of these cases were sent 
to Medical “right away.”’ Suppose, however, that 
all six enter along with Case No. 4, when there 
are “three cases in the waiting room,” “two 
minor emergencies just came in,” and one of 
the nurses “is busy with the doctor on a major 
Emergency case?” Obviously, an excessive and 
unnecessary amount of working time would be 
wasted. Salvage of the hour and 22 minutes 
just now demonstrated would surely be included. 
The five desirable effects listed above would 
most certainly be cancelled. 

Major and Minor Emergencies are not amen- 
able to any form of scheduling. The times of 
their occurrences, either singly or in clusters, 
are sporadic and unpredictable. These uncertain 
characteristics are kept constantly in mind by 
a receptionist. Throughout all phases of her 
appointment-making she scatters certain inter- 
vals of reserve time to meet these unpredictable, 
though inevitable contingencies. The even dis- 
tribution of cases over the entire working day 
tends to maintain a minimum of employees in 
the waiting room at any one time. The contents 
of the last two sentences combine to produce 
a sixth desirable effect of a scheduling system; 
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(f{) Prevent unnecessary and excessive losses 
of working time when large numbers of un- 
scheduled cases are “backed-up” in the waiting 
room by the exigency of an Emergency. 

3. MORALE AND EFFICIENCY OF MEDICAL STAFF. 
It seems trite to recount the case-sketches and 
effects listed above that are so commonplace and 
taken for granted by medical personnel who 
actually enjoy the benefits of an appointment- 
making policy. On the other hand, the sketches 
and effects are so desirable and so entirely 
plausible as to arouse a wishful longing in the 
hearts and minds of those medical personnel 
who are not so blessed. Contrasts between those 
who “have” and those who “have not” are suf- 
ficiently apparent in the preceding text to per- 
mit the reader to draw his own conclusions as 
to the respective effects on medical staff morale 
and efficiency. Further detailed discussion would 
add nothing. I have heard of a number, and 
experienced two occasions, when institution of 
a scheduling policy caused the gripes, resent- 
ment, and aspersions running rampant against 
the medical service to vanish overnight! 

4. EMPLOYEE RELATIONS. Again, the contrasts 
depicted in the text are sufficient to obviate de- 
tailed comments. We are aware that there are 
very small minorities who “‘seem to enjoy facing 
a long wait!” However, given a choice between 
the promiscuous, unregulated, pellmell trips to 
Medical, we believe a large majority would 
choose the status that involves medical-supervi- 
sion liaison. In our opinion, the vast majority 
of American working folks prefer ‘“‘personalized, 
prompt, unhurried service on arrival,” to long 
waits in a medical environment. Also, do not 
overlook the humanic values in these personal- 
interest contacts of foremen with their indi- 
vidual employees. Do not doubt that the largest 
dividends in favorable employee impressions of 
the employer and his medical services will be 
reaped where such practices are an established 
policy. 

WHEN SHOULD ONE CONSIDER HIRING A_ RECEP- 
TIONIST ? 

This question can best be answered by ap- 
plying the data in Table XV. The average num- 
ber of Treatment Function cases per day, as 
set forth in Column II, will serve as the criterion. 
Note that at the average rate of 33 cases per 
day, patients will be in the Medical Department 
a total of 9.64 hours when a scheduling system 
is in effect. Without undue effort. one full-time 
nurse can perform all duties pertaining to the 
care, recording, medical supply maintenance, and 
the appointment making, for this number of 
cases. If the nurse works a full eight hours 
(480 minutes), her available time per case will 
average 14.5 minutes (480 + 33). Ordinarily, 
all phases of medical and clerical recording and 
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reporting will require 30% of this time (4.35 
minutes) and .9 minutes will be required to 
maintain medical supplies. 14.56 — 4.5 = 10 min- 
utes professional time available per case. When 
an average of 46 cases per day is reached, 
13.44 hours will be spent by patients in her 
Department per day. Her available time will 
have shrunk from 14.5 to 10.4 minutes per 
case. Deducting the clerical time leaves only 
7.3 minutes of available professional time per 
case. One can easily visualize that this ‘is a 
very busy nurse. The quality of the service and 
the records would at best be mediocre. Any 
liaison by phone with supervision would obvi- 
ously be hurried and unsatisfactory. It should 
be emphasized here that we are referring to 
Treatment Function cases only. No allowance 
is being made for her services to Examination 
Functions that call for the performance of 
additional duties. 

This analysis indicates that a point will be 
reached between an average of 33 and 46 cases 
per day where there will be more work than 
can be done efficiently by one nurse. At this 
point, conditions that are consistently unhappy 
and unsatisfactory will become evident. Before 
such conditions occur, consideration should be 
given to the employment of a receptionist-clerk 
rather than another registered nurse, for two 
reasons: 

1. A receptionist-clerk will relieve the nurse 
of all duties that are fundamentally clerical, 
and will take over all calls and recordings neces- 
sary to appointment making. This will enable 
the nurse to apply her entire time to the pro- 
fessional duties she was trained to perform. Re- 
lieved of clerical burdens, one nurse could main- 
tain satisfactory professional services up to an 
average of 53 cases per day. 

2. Note in Table XV that at the level of about 
46 cases per day, the saving in time and labor 
dollars solely through the administration of an 
appointment system would pay the whole salary 
of a receptionist-clerk. 

Taking into consideration the contents of 
Table XV and the discussion that precedes and 
follows it, our reasons should now be apparent 
“for believing that MANUFACTURING industry can 
ill afford to be without a receptionist in Medical 
Departments that serve upwards from 700 em- 
ployees” (46 cases per day). 

This whole discussion of appointment-making 
and time-distribution applies with equal force 
to private practice. True, a general practitioner 
or eminent specialist suffers no direct financial 
loss himself if patients have to wait. However, 
the patients’ time is personally valuable — often 
in actual dollars and cents. An hourly-rated 
employee may have to stay away from work in 
order to see a physician during his office hours, 
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thus doubling the cost to the patient. Some 
instances have been called to my attention where 
a lack of planning has resulted in a flagrant 
wastage of time. I recall one in particular where 
eight people entered the doctor’s office within 
a 10-minute period and during the ensuing wait 
the receptionist’s phone conversations were quite 
audible. She was heard to instruct seven per- 
sons to be in the office the following morning 
“as near as possible to 8:00 A.M.” The patient 
citing this instance was the second to be seen 
by the specialist. After a 20-minute wait, he 
spent 18 minutes with the doctor, and when he 
left the office, noted that there were nine per- 
sons waiting. One might wonder what effect the 
receptionist’s phone chatter had on the assembled 
blood pressures, especially the number eight pa- 
tient in the original group. If treatment times 
were somewhere near equivalent, he had to wait 
two hours and 10 minutes. The total waiting 
time for the original eight, based on the ex- 
perience of the one patient, was eight hours and 
20 minutes. A sensible time-distribution would 
have processed these patients in two hours and 
a half, and saved five hours and 50 minutes of 
waiting. This is tangible time; there is no such 
exact way to calculate hurt feelings. 

WHO SHOULD MAKE APPOINTMENTS? 

The answer is fairly simple. One person, at 
a specific location in the Department, should be 
responsible. Appointments made by other staff 
members should be cleared, confirmed, and re- 
corded by this person. This amounts to “one 
point control” of appointment-making. If five 
different persons in the same Department made 
appointments without a central clearing point, 
it is fairly obvious that chaos and confusion 
would soon put in an appearance. 

It is generally unwise for registered nurses 
to engage in nonprofessional activities in sight 
of people waiting for services or counsel that 
only doctors and nurses are qualified to give. 
Surface reactions indicative of subtle psycho- 
logical resentment have been observed among 
persons awaiting medical attention as they watch 
a uniformed registered nurse answer phones, 
greet patients, type records, and perform other 
duties that are primarily those of a reception- 
ist or clerk — not that these duties are unim- 
portant, or that nurses object to performing 
them. The resentment is not directed against 
the nurse. Rather it is directed at an admin- 
istrative practice which allows large quantities 
of professional time, supposedly in short supply, 
to be used up on work that can be efficiently 
done by nonprofessional personnel. If nurses 
must perform these duties, to do so out of sight 
of waiting patients is to exercise good judgment. 
PRE-EMPLOYMENT EXAMINATION SCHEDULING. 

Since they seldom, if ever, are performed on 
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“company time,” the employer will not save 
time-dollars by scheduling Pre-employment Ex- 
aminations. Failure to schedule them, however, 
allows abuses that can waste medical time and 
produce personal and public repercussions that 
are unfavorable to an employer. Unless there 
has been advance planning between the Medical 
and Employment Departments, these abuses are 
bound to occur when the hiring rates are high. 

A few samples from the medical files will suf- 
fice to define abuses that are sometimes expe- 
rienced in industry: 

“At the end of a long, hard day, the Em- 
ployment Manager advises that there are still 
18 applicants who have been waiting to be 
examined since 8:00 A.M. (nine hours).” 

“The Medical Director was advised by phone 
at his home, one hour before ‘line-time,’ that 
there would be 100 applicants awaiting em- 
ployment examination at 8:30 A.M.” 

“One half of the number of applicants we 
are examining are being put to work. Medical 
has not turned down two in a hundred. On ques- 
tioning the applicants, the medical staff learned 
that not one in five had the slightest idea about 
pay, hours, available jobs, or prospects for ad- 
vancement. They hadn’t even been interviewed. 
It appeared that applicants were being shoved 
into the Medical waiting room for little reason 
other than to make some gesture in their direc- 
tion. As could be expected, a large number re- 
fused the jobs offered them. This wastes a lot 
of Medical time.” 

The samples connote scenes of crowded em- 
ployment lobbies and medical waiting rooms, 
large numbers of people “just waiting,” long 
hours of waiting, hurried, impersonal, brush-off 
examinations. The samples indicate employment 
procedures of a quality far below average; 
wastage of Medical time because of the omis- 
sion or deficiencies in interviewing techniques. 
Scenes and indications depict environments that 
fall far short of putting into the minds of 
prospective employees a good first impression 
of the employer. 

Such situations need never occur. They can 
be prevented by planning a scheduling procedure 
in advance and introducing it as an adminis- 
trative policy on the very first day of hiring. 
The success of any such procedure depends upon 
cooperative teamwork between the Employment 
and Medical Departments. The prime requisite 
is good communication. A Medical Director 
should be consistently supplied with two essen- 
tial items of advance information: 

1. The number of people that are to be em- 
ployed. 

2. The period of time in which this number 
must be examined for employment. 

The Medical Director is entitled to this in- 
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formation. Unless he receives it in advance, 
there can be no intelligent planning or coopera- 
tive teamwork. 

In turn, a Medical Director should know what 
the top capacity of his staff is in terms of num- 
bers of Pre-employment Examinations per hour 
or per day. If the advance information should 
indicate demands above top capacity, he will 
have time in which to augment his staff to meet 
these contingencies. 

We are about to outline a scheduling proce- 
dure that was put into effect to correct existing 
abuses similar to those described. The effect 
was immediately successful as a remedy. If a 
similar procedure were in effect the first day 
of hiring, similar abuses would not happen. 

A form used to facilitate the scheduling of 
Pre-employment Examinations is presented. The 
top capacity of the medical staff in the Depart- 
ment where this particular form was in use was 
eight examinations per hour (64 per day). 

Consistent communication with the Employ- 
ment Department will furnish Medical advance 
information of prospective hiring schedules. 
Since demands are not always for top capacity, 
let us demonstrate the use of this form when 
the demand is for 24 examinations per day. The 
Employment Department may wish this daily 
number of Examinations to be completed within 
definite time limits. For instance, they may want 
these 24 Examinations to be processed at top 
capacity rate, beginning at 8:00 A.M. Whenever 
possible, the Medical Department will accede to 
their wishes. The final determination, however, 
rests upon mutual agreement between the Em- 
ployment and Medical Directors. In this instance, 
for example, they have agreed to process 12 
Examinations in the morning, at the rate of 
four an hour, beginning at 8:00 A.M.; the other 
12 in the afternoon, at the same rate, beginning 
at 12:30 P.M. The form presented here is marked 
according to this agreement. Note that the 
definite top number “4” has been designated in 
each of the specified hours. The total limit of 
24 examinations for the eight-hour day is en- 
tered at the top. 

These schedule forms are filled out in dupli- 
cate. The originals go to the Employment De- 
partment. Schedules may be agreed upon and 
forwarded two or more days in advance, which 
will enable the Employment Department to make 
a definite appointment with an applicant to be 
examined on a subsequent day. Duplicate sched- 
ules are retained by the medical receptionist. 
On the appointed day, names of the scheduled 
applicants are recorded on this form as they 
make their appearances. 

The two sentences appearing at the bottom 
of the Examination schedule form are of prac- 
tical value, especially so when demands for Ex- 
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aminations are high enough to tax the Depart- 
ment’s top capacity. 

1. The first sentence, by limiting the en- 
trance of the applicants into the medical wait- 
ing room to the period within and not later than 
the first 30 minutes of the hour in which they 
are scheduled, facilitates the orderly processing 
within the specified hour. 

2. The second sentence, by prohibiting the 
entrance of applicants before the start of the 
hour in which they are scheduled, combines with 
the first sentence to prevent crowding during 
any hour by early or late comers. 

3. These two sentences imply that if the quota 
for each hour, and hence the total for the day, 
is to be achieved, the schedule agreed upon must 
be complied with by both Employment and 
Medical Departments. Compliance creates an 
appreciation of the time and value of services 
mutual to both Departments, and builds a spirit 
of cooperative teamwork. 

Scheduling procedures such as these accom- 
plish some very desirable objectives, such as: 

1. Pay deference to the rights and dignities 
that should be accorded every individual. Recog- 
nize the value of the applicants’ time. Foster a 
good first impression of the Employment and 
Medical Departments, and of the employer. 

2. Permit planning of over-all medical work, 
with a resulting increase in efficiency and a 
marked improvement in the quality of individual 
medical and human contacts. 

38. Advance planning of schedules creates a 
time potential in which the Employment De- 
partment may more thoroughly appraise the 
background, talents, and aptitudes of applicants 
for employment. This amounts to more careful 
selection, which in the long run will bring about 
desirable effects too numerous to mention here. 

4. Improves cooperative liaison between Med- 
ical and Employment Departments. This is espe- 
cially important when one Medical Department 
serves more than one employer. (When, within 
the same hour, more than one employer sends 
applicants to the same Medical Department with- 
out prior notice and agreement, unpleasant cir- 
cumstances are bound to arise.) 

5. Prevents or eradicates the abuses implicit 
in the “samples” that we have presented. 

This discussion leads to two valid conclusions: 

1. The services of a RECEPTIONIST and a sys- 
tem of MAKING APPOINTMENTS for visits that 
are amenable to scheduling are both practical 
and valuable assets to the smooth and efficient 
operation of an industrial Medical Department. 

2. In planning layouts for Departments that 
anticipate caring for more than 33 Treatment 
Function cases per day, always include a work 
station where the duties of a receptionist can 
be performed. 
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This has been a rather lengthy digression to 
present an item that is “particularly pertinent 
to the administration of medical services.” How- 
ever, it is an added demonstration that just as 
there are practical problems to be considered in 
planning an efficient functional layout, there are 
also practical problems in the administration of 
that layout that should be given consideration. 
Layout planning and administrative planning go 
hand in hand. A functional layout that is per- 
fection itself will fall flat on its functionally- 
perfect face unless accompanied by an efticient 
administration. 

MAJOR EMERGENCY FACILITIES: 

This is the last of the “Three separate groups 
of facilities that are needed to serve all func- 
tions.” In Fig. 26, RED indicates the areas and 
pathways involving patients that are under- 
going “the initial care, treatment, and trans- 
portation of traumatic and medical emergencies.” 

“Use of the corridor” to provide a separate 
entrance for Emergency cases is a good feature 
of the proposed plan that has been retained. 
The dotted red line indicates an unobstructed 
stretcher route for the occasional Emergency 
case that may be brought into the Department 
through the factory entrance. It is also evident 
that no complicated “stretcher turns” will be 
encountered in transporting cases from other 
areas in the Department should they become 
emergencies during their visits. 

The special features of the sliding doorway 
from the corridor into the Acute Ward, and the 
electric signals and controls involved in its 
operation were fully described under the head- 
ing of Emergency Cases during discussion of 
One Point Control. The two red ‘“S”s within the 
Department are signals activated by the ‘“S” 
button in the corridor. Note that the locations of 
these two signals are in plain view of both the 
reception and the R.N. control points. 

The initial stopping place for emergencies is 
in the Acute Ward, where “‘first aid, treatment 
of shock, evaluation of the condition, and other 
preoperative procedures that usually come first” 
are undertaken. We have mentioned those rare 
accidental mishaps which expose workers to con- 
tact with strong acids, alkalies, and other solu- 
tions and fumes that are dangerous to life and 
limb. In anticipation of these rare and some- 
times fatal accidents, a TUB SHOWER of generous 
proportions is made accessible to the Emergency 
Ward. We repeat that “it is needless to detail 
the almost life-saving value of bathing facili- 
ties in some of these cases.” 

Functional corridors make it unnecessary to 
transport an emergency case through or in sight 
of any treatment area. Note the pathway to 
X-Ray. Physician and nurse may reach the Emer- 
gency Facilities directly, without passing through 
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Treatment or contaminated are- 
as. This is likewise true of ster- 
ile supplies for Surgery or the 
Acute Ward. Two convenient ex- 
its for outside transportation 
are in evidence. 

A doorway is provided be- 
tween the Emergency Ward and 
Surgery to facilitate direct 
transportation of patients from 
one to the other. Since this open- 
ing will be seldom used, a SLID- 
ING door will have advantages. 
We also recommend a sliding 
door at the opening into Surgery 
from the corridor leading to the 
X-Ray. 

No daylight enters the Acute 
Ward. As observed in Section IT, 
“Acutely ill and injured people 
little appreciate the presence of 
sunshine. They fare best in 
quiet, shade-drawn darkened or 
semi-darkened rooms.” It has 
also been observed that acutely 
ill and injured people are oblivi- 
ous to sex consciousness. The privacy offered 
by the installation of various types of cubicles 
in a single area makes it unnecessary to provide 
completely separate areas for men and for women. 

Bedside diagnosticians have long since called 
attention to another important point, relative to 
the admission of daylight into sick rooms. Vari- 
ous qualities and intensities of the daylight, in 
themselves or in combination with multicolored 
window curtains, can produce startling effects on 
the general appearance of a patient. The objec- 
tive signs of cyanosis, lividity, and anemia can 
be distorted. One can miss jaundice that is there, 
and observe it when it isn’t. The reliability of 
observations will be at their best when all pa- 
tients are seen under the same quality, intensity, 
and color of illumination. This condition can 





April, 1958 





p ~ RECEPTION 


Fig. 26. 


only exist when a standard light source is con- 
sistently used, and all other light is excluded. 

In the previous section we agreed that “two 
well-equipped bed spaces should be provided’’ in 
the Acute Ward. The Acute Ward shown in 
Fig. 26, is large enough to accommodate three 
bed spaces, and it is located adjacent to the 
Treatment Ward (Rest and Recovery) in case 
bed space should be needed for more than three 
acute cases. 

To give a general idea of “the installation of 
various types of cubicles in a single area,” we 
present two photographs taken from opposite 
ends of the same room. This is the Acute Ward 
in a Medical Department serving NON-MANUFAC- 
TURING occupations. Fig. 27 looks toward the 
doorway through which emergency cases en- 
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ter. The modern fold partitions are pushed back 
against the wall. Fig. 28 looks in the opposite 
direction and shows a dividing partition half 
extended. When these partitions are fully ex- 
tended, private cubicles that are almost fully 
enclosed and surprisingly sound resistant are 
formed. Each cubicle is equipped with a small 
bedside lamp and a central ceiling light that 
is suspended lower than the height of the parti- 
tions. Each ceiling light has an _ individual 
switch. Such an arrangement permits adjoining 
cubicles to be dimly or fully illuminated or in 
virtual darkness all at the same time. 

Movable partitions have practical advantages. 
They permit more space in which to maneuver 
stretchers and handle helpless patients, and re- 
duce much of the effort necessary in keeping 
floors and quarters clean and sanitary. 

Soft colors are preferred to white in an Emer- 
gency Ward. Partitions and walls of the room 
shown here are soft tan — the ceiling, soft green. 

In planning these Emergency Facilities, due 
consideration has been given to the advice set 
forth in the previous section, namely, “Take 
care that the design of your Emergency Fa- 
cilities allows all stretcher cases to disappear 
quickly into a zone where none but medical staff 
are allowed to trespass.” In this instance, the 
architecture discourages the promiscuous en- 
trance of morbidly curious employees or over- 
zealous supervisors. 

This concludes separate discussion of each of 
the three main groups of Facilities needed to 
serve all functions. Since the three must operate 
simultaneously, we should combine them and 
test whether their contiguous arrangement will 
“allow the nurse to move among all functions 
with the greatest economy in distance, time, 
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and motion.” In order to do 
this, the respective group lay- 
outs in Figs. 12, 21 and 26 
are placed upon each other and 
aligned by holding them over a 
strong light. The result, shown 
in Fig. 29, illustrates objectively 
the coordination of the three 
groups of Facilities in simulta- 
neous operation. 

ALL FUNCTIONS IN OPERATION: 

It is not necessary to describe 
in detail the numerous points 
of coordination that can be 
graphically observed while stud- 
ying Fig. 29. Attention is called 
to only a few of the general 
features that are verified by this 
combined diagram of the func- 
tional layouts. 

1. There is no cross traffic or 
mingling between patients in the 
three respective areas. 

2. Every member of the medical staff can 
reach any point in this layout without being seen 
from the waiting room and without passing 
through any active area. All corridors are func- 
tional, as was pointed out at the beginning of 
this section; namely, “it will become evident that 
every passageway has been designed and placed 
to serve specific purposes and functions.” 

3. No active treatment of patients takes place 
in areas where daylight is admitted. Patients 
are transient visitors, while medical staff mem- 
bers spend all their working hours in the De- 
partment. Insofar as was possible, the cheer of 
daylight has been reserved for locations where 
the staff members do work that does not involve 
the presence of patients. 

Should the exigencies of war make “blackout” 
necessary, the fact that active treatment has a 
room’s-width of darkness between it and the 
outside windows will be an obvious advantage. 
Blackout security from within would commence 
along the corridor wall, greatly reducing the 
chances for light to leak to the outside while 
active treatment continues. 

4. The reader may decide if “RN” is in the 
best location to permit the nurse to move among 
the three distinct Facility groups with the great- 
est economy in distance, time, and motion. 
COLOR: 

The contrasting colors, used graphically in 
Fig. 29, bring to mind the subject of interior 
decorative colors used in a Medical Department. 
A few brief observations are in order. Avoid 
using the same color throughout the entire De- 
partment. Chromatic monotony can very well 
become an environmental fatigue factor. Keep 
this in mind when you plan your interior. Lean 
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toward the selection of soft- 
toned, harmonious colors that 
have proved restful to patients 
and relaxing to the constantly 
exposed medical staff. Shy away 
from high gloss tile or finish. 
Encourage some contrasts be- 
tween the colors used in various 
Facilities. For example, why not 
use a different color scheme in 
each of the three groups of Fa- 
cilities distinguished on Fig. 29? 
Such an arrangement would ob- 
viate color monotony and lend 
some environmental varieties to 
the medical staff. The psycholo- 
gical identification of color with 
specific Facility groups may pro- 
duce some beneficial functional 
effects on the movement of staff 
members and the distribution 
of patients in and out of the 
respective Facilities. 

Of the five Cardinal Points 
that should be taken into con- 
sideration in every phase of our 
planning, which were listed in 
Section I, there remain two that 
have not been specifically dem- 
onstrated in relation to this Re- 
vised Layout. We refer to point 
No. 3 — Aseptic Technique, and 
point No. 5 — Civilian Disaster. 
ASEPTIC TECHNIQUE (Layout and 
procedure that will prevent con- 
tagion, contamination, and sec- 
ondary infection) : 

In Fig. 30, BLUE delineates an 
area which none but professional 
personnel need enter. With the 
exception of transportation of 
a rare Emergency case to X-Ray, 
the blue area is completely de- 
void of lay traffic. Equipment 
for maintaining sanitation of the 
general Department should be 
kept at a distance from this re- 
stricted area. To emphasize this 
point, the Janitor’s closet is col- 
ored blue. Sanitary maintenance 
of this restricted area is a highly special- 
ized task, under supervision of a registered 
nurse or other specially qualified person. Sep- 
arate cleaning equipment is reserved for use 
in this area only. This layout attempts to 
reduce the chances of contamination to a min- 
imum, and to provide the environment most 
favorable for maintaining Aseptic Technique in 
the best traditions. 

CIVILIAN DISASTER (Adaptability to conversion 


April, 1958 





Fig. 30. 





Fig. 31. 


for emergency service in the exigencies of civilian 
defense or disaster) : 

This subject was thoroughly discussed in Sec- 
tion II. Reference to this discussion will help if 
a more detailed comparison between the adapt- 
ability of the proposed and revised layouts to 
Civilian Disaster is desired. 

Fig. 31 serves as a graphic illustration of the 
adaptability of the REVISED layout to conversion 
for emergency services to civilians. The ORANGE 
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areas and pathways are chiefly concerned with 
Surgical service to major casualties. 

Facilities can be quickly provided for FIVE SUR- 
GICAL TEAMS — three large operating rooms on 
the right, and two small ones on the left. The 
Minor Treatment Ward, that was formerly used 
for Rest and Recovery, and the Acute Ward have 
both been taken over to provide for the more 
urgent need of SURGERY. Note that each of these 
surgeries has an available lavatory for surgical 
SCRUB-UP. Major STERILIZING facilities already 
exist in the right lower corner. Between the two 
small surgeries on the left (formerly Examina- 
tion Suite A), there is available space for minor 
sterilizing and the temporary storing of sterile 
supplies. 

MAJOR CASUALTIES REQUIRING SURGERY can be 
CARRIED directly into the orange corridor through 
the door adjacent to the CASUALTY CLEARING STA- 
TION on the left. These ORANGE CORRIDORS are not 
used promiscuously. Even in times of frantic 
emergency, they can be sufficiently policed to 
maintain reasonably good ASEPTIC TECHNIQUE. 
The orange areas and corridors graphically dem- 
onstrate that all functions pertaining to Sur- 
gery, including the movements of medical per- 
sonnel and sterile supplies, can be carried on 
in quarters that are COMPLETELY DIVORCED FROM 
ALL OTHER MEDICAL ACTIVITIES. X-RAY and LAB- 
ORATORY services are directly accessible to these 
orange quarters. 

MINOR CASUALTIES (Ambulatory) : 

No adjustment of the Minor Treatment Fa- 
cilities is necessary efficiently to handle the 
“deluge of minor casualties that usually accom- 
pany any disaster.” They were primarily de- 
signed to serve this very purpose. 

These cases would be routed from the Casualty 
DISTRIBUTING Station through the upper left 
transverse corridor into the waiting room or by 
way of the factory through the factory entrance. 
The principles of ONE POINT CONTROL and distri- 
bution of traffic would remain the same. There 
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would be little chance for the creation of scenes 
of confusion or “‘bedlam in the Minor Treatment 


area.” 

Since there is no need for PHYSIOTHERAPY dur- 
ing the circumstances of emergency, this space 
will be taken over for Minor Treatment. A few 
NON-SURGICAL CASUALTIES that require transpor- 
tation could be cared for in the Physiotherapy 
room, that is now labeled “TREATMENT.” 

Few are so qualified as the experienced IN- 
DUSTRIAL NURSE to walk into this layout and take 
efficient command under circumstances of gen- 
eral civilian disaster. Most of them would merely 
be performing their usual daily services at a 
faster rate, and under a little more pressure. 

All that was said in Section II concerning 
POST-EMERGENCY CARE and medical SUPPLY under 
“disaster” conditions applies here, and need not 
be repeated. 

We will assume that provision has been made 
for an auxiliary source of POWER and WATER 
should central sources be “out of commission.” 


HIS completes the presentation and discussion 

of the REVISED layout, and rounds out a full 
cycle of events pertinent to planning an Industrial 
Medical Department, namely, 

1. Establishing the underlying principles of 
planning, and applying them to — 

2. Editing a proposed plan. 

3. Revising a plan. 

4, Planning a Department from scratch. 

Three points of importance in planning have 
not yet been discussed because they could not 
be objectively demonstrated in the previous lay- 
outs. The three points are: 

1. The extravagant use of space. 

2. The sacrifice of space to attain ONE idea. 

3. The inefficiencies inherent in LONG NARROW 
layouts. 

One of the plans submitted to us for advisory 
review and recommendations is presented in Fig. 
32 to illustrate these three points. Fig. 32 is a 
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layout designed to serve 3400 employees that are 
engaged in a medium MANUFACTURING occupa- 
tion. The total area is only 500 square feet less 
(10.2%) than the area of our project (4375 sq. 
ft. vs. 4875 sq. ft.). The most striking feature 
of this layout is the NARROWNESS of its great 
LENGTH. 

We will not subject this proposed plan to 
meticulous edit; however, should the reader wish 
to apply the same step-by-step analysis used in 
Section II, he will recognize the duplication of 
many faults and omissions, and discover ad- 
ditional ones. 

Interior dimensions of the small “EXAMINA- 
TION” rooms, the X-Ray WAITING rooms, and the 
TOILETS FLANKING THE LABORATORY are shown. 
The 112 square feet allotted to the two 8 ft. x 
7 ft. X-Ray waiting rooms seems an extravagant 
use of space for a purpose that could just as 
well be served by the small EXAMINATION rooms. 

The two 7 ft. x 12 ft. toilets are placed flanking 
the Laboratory for the sole purpose of carrying 
out ONE IDEA. Note the CIRCLES in the walls that 
separate toilets from the Laboratory. The circles 
represent pass-windows. The IDEA is to pass 
urine specimen containers from toilet to Lab- 
oratory directly through these openings. Eighty- 
four square feet (7 ft. x 12 ft.) is a lot of 
toilet. Twenty-four square feet (4 ft. x 6 ft.) 
is an ample area and size. We question the al- 
lotting of 168 square feet for this purpose when 
48 square feet would suffice. This amounts to 
usage of an excess of 120 square feet. There 
is, of course, nothing wrong with the idea. Ideas 
should be built into a layout, but it is doubt- 
ful if the sacrifice of this much excess toward 
the attainment of only ONE idea is practical. 
This excess of 120 square feet might be put to 
better and more practical use. When we add to 
the 120 the 112 square feet allotted to the X-Ray 
waiting rooms, it totals to 232 square feet — 
the equivalent of a room 15 ft. x 15 ft. The fac- 
tory that this layout was designed for is located 
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in an area where the quit-rate and labor-turn- 
over rate are more than double those in the area 
of our original project. This would mean a de- 
mand for a daily average of from 16 to 18 Pre- 
employment Examinations. In view of this, per- 
haps it would be more practical to use this 232 
square feet of floor area to increase the capacity 
of the Examination Facilities. So much for the 
demonstration of points 1 and 2. 

Fig. 33 is the REVISED version of the proposed 
layout. It will not be subjected to detailed de- 
scription. A comparison with the proposed lay- 
out will reveal obvious alterations and additions, 
the reasons for many already having been set 
forth in this and the preceding Section. 

Attention is called specifically to the uses made 
of the 232 square feet in rearranging and adding 
to the Examination Facilities. Any of the Exam- 
ination rooms can be used for an X-Ray waiting 
room. There are now THREE Examination rooms, 
and there is a cubicle in the middle of the lower 
wall of Examination Suite B that, if need be, could 
serve aS a FOURTH Examination room. There are 
two Examination Suites, each provided with a 
toilet. The toilet in Suite A flanks the right- 
hand wall of the Laboratory. There can be a 
pass-window placed in this wall. The Laboratory 
is now placed ADJACENT to X-RAY, with a con- 
venient passage between them should “ONE PER- 
SON serve as both X-Ray and Laboratory Tech- 
nician.” (Section I - Laboratory.) The Doctor’s 
room has been moved nearer to the Examination 
Facilities where, close at hand, is an Examina- 
tion room opening into Suite B where supplies 
and equipment are available to care for that por 
tion of the cases classified as 1-C (Special Con- 
sultations) who may require some form of treat- 
ment. 

In order to gain a more reliable impression 
of the functional efficiencies and deficiencies of 
the revised layout, we present in Fig. 34 a com- 
bined diagram of the “three separate groups of 
facilities” operating simultaneously. 
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On inspection of this diagram it is evident 
that incoming patient-traffic can be efficiently 
controlled and distributed from point “R,” and 
adequately controlled from point “RN.” It is also 
evident that the GREEN and RED Minor and Emer- 
gency’ TREATMENT Facilities are grouped so as 
to allow a NURSE at “RN” to move among the 
TREATMENT functions ‘with the greatest economy 
in distance, time, and motion” under conditions 
of peak operation, reduced operations, or when 
one nurse is on third shift. This applies only to 
the TREATMENT FUNCTIONS. The YELLOW Exam- 
ination Facilities can obviously NOT BE INCLUDED. 

Turn back the pages and compare this layout 
with the one for an equal floor area in Fig. 29. 
The comparison will serve as an objective dem- 
onstration of the third point; namely, (3) — 
THE INEFFICIENCIES INHERENT IN LONG NARROW 
LAYOUTS. Try as an architect may, it is impos- 
sible to attain the same degree of efficiency in 
functional coordination in areas of long narrow 
dimension as can be attained in areas that are 
nearer to equilateral dimension. It is not hard 
to visualize Doctor Wishard’s observation as 
applying to the long narrow layout in Fig. 34: 
“Patients were received in one room, taken down 
a long, narrow hall to the X-Ray room, and then 
had to dress before being taken elsewhere for 
treatment. The nurses were constantly walking 
from one end of the place to the other, so that 


an eight-hour tour of duty resolved itself into 
a sort of ‘Bunion Derby.’” Compare Fig. 29 
with Fig. 34 once more, and compute visually 
the distance between the respective “RN” points 
and the Doctor’s rooms. 

A comparison of all distances, times, and mo- 
tions required of Medical Staff Personnel to 
operate these two layouts will reveal differences 
that are fantastic.* 

We bring Section III to a close with an ad- 
visory observation that is based on the contents 
of the last paragraph: 

When planning an Industrial Medical Depart- 
ment, provide an area that is or nearly is of 
EQUILATERAL DIMENSIONS. 

(28536 Wildwood Trail, Farmington, Michigan.) 





*We recently heard from a plant that had used 
a combined functional layout diagram similar to 
Fig. 34. It seems that the diagram had given them 
an idea which is worth passing along. They had 
inlaid arrows of different colors in the linoleum floor 
covering of the corridors. The yellow arrows had 
proved especially helpful in directing applicants 
in and out of the Examination Facilities and back 
to the Employment Department. 

[NoTE: Instead of appearing here, the detailed 
description of a signal system for the Examination 
Facilities, referred to in the footnote on page 128 
of the March issue, will be carried forward to the 
end of the series. |] 





Go-Between 


OES medicine need to hire professional negotiators so that. it can deal more ef- 

fectively with labor health plans? Pennsylvania’s State Medical Society suspects 
the answer is yes. It has given a young lawyer the job of finding out whether such 
negotiations between labor and medicine are. possible. 


198 


~—From Medical Economics, March 3, 1958. 
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Vioform-Hydrocortisone Cream 


in Selected Dermatoses 


with Emphasis on Industrial Cases 


IOFORM, an iodine derivative of chlorhydroxy- 
V quinoline, is a yellow amorphous powder 
which is stable, odorless and nontoxic.! Its mode 
of therapeutic activity is unknown, and its value 
as a drug has been established purely on an 
empiric basis. It has been employed as a medic- 
ament both internally and externally for the 
past 50 years. Its usefulness has been proved in 
amebic dysentery, as a vaginal insufflation or 
suppository for trichomonas or monilial infection, 
and as the active substance of dermatological 
ointments, lotions, powders, and emulsions. It 
has been used by one of us (B.M.J.) since 1926 
successfully in a majority of dermatoses falling 
into the broad category of contact dermatitis or 
eczematous dermatoses of known or unknown 
etiology. 

In addition, both Vioform cream and _ oint- 
ment are effective in fungous, staphylococcal, 
and streptococcal infections of the skin.?* The 
3% Vioform ointment or cream has not produced 
primary irritation, and evidence of sensitization 
is encountered uncommonly.* 

Hydrocortisone, first introduced in 1952, has 
proved to be an excellent preparation used lo- 
cally in selected dermatoses.*:® 


BART M. JAMES, M.D., and JOHN A. HUNT, M.D. 


East Orange, New Jersey 


— is better than either alone. This is especially 
true when secondary bacterial or a fungous infec- 
tion is present as an additional factor adding to 
or prolonging the healing time of the original 
dermatitis. The combination ably copes with in- 
flammation and infection in the majority of 
cases. 


Material 

HE PURPOSE of this study is to evaluate clini- 

cally the effect of 3% Vioform and 1% hydro- 
cortisone (free alcohol) in a water-washable base 
used topically in selected dermatoses from office 
practice. 

A total of 400 patients were treated with 
Vioform-hydrocortisone cream.* Wet dressings 
were employed whenever necessary during the 
acute phase of the dermatitis, but oral anti- 
biotics and corticosteroids were not prescribed. 
The patients were instructed to apply the cream 
two to four times a day sparingly and bandage 
the affected area, or, in the case of hand der- 
matitis, to wear gloves whenever possible. The 
duration of treatment was from one to eight 
weeks. 























ay *Supplied by Ciba Pharmaceutical Products, Summit, New 
Although, as with Vioform, the exact method Jersey. 
of local action on the skin is un- 
r . is Ss = — 
known, hydrocortisone used top Tama L. 
ically reduces erythema, edema, DIAGNOSIS AND RESULTS OF THERAPY 
cellular infiltration, and pruritus, Cunel PTT 
allowing the skin to return to or or 
; Di sis al Good Fair Poor itati 
its normal state. Unfortunately, men = es = = Seetation 
: * ee ack aee Contact dermatitis 
hydrocortisone has no bacteri (a) Industrial 118 111 (949%) 6 ions 1 
ostatic or fungistatic properties, (b) Nonindustrial 61 55 (90%) ~~ 2 
Z . ae > 2 Atopic dermatitis 39 32 (827 ) 7 _ _ 
and, in fact, may reduce local Chronic eczema 33 18 (55%) 13 1 1 
tissue resistance to secondary Monilial paronychia 8 7 (90%) 1 — ~~ 
+ 9 . Psoriasis 22 4 (18%) 13 5 nik 
infection. Lichen simplex chronicus 18 10 (17%) 3 ae a 
The combination of these two Nummular eczema 24 12 (50%) 8 3 1 
: . . Seborrheic dermatitis 27 23 (85%) 4 — —_ 
therapeutic agents — Vioform, Stasis dermatitis 12 9 (15%) 2 1 a 
with its antibacterial and anti-  Pruritus ani et vulvae 12 8 (66%) 3 1 pe 
: ti A tao Tinea 15 9 (60%) 4 2 a 
fungal properties, and hydrocor- pyoderma 7 6 (86%) ' a jes 
tisone, with its anti-inflamma- Otitis externa _9 7 (77%) 1 1 — 
tory and antipruritic properties 400 311 (78%) 70 (17%) 14 (4%) 5 (1%) 
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Results 
BREAKDOWN of the 400 cases treated is pre- 
sented in Table I. Nearly half of the total, 
or 179, were patients with contact dermatitis, 
and 118 of these were industrial in origin. The 
remaining cases were skin diseases commonly 
encountered in office practice. 


Comment 
CONTACT DERMATITIS: The total number of cases 
in the group was 179, of which 118 were 
industrial and 61 nonindustrial contact derma- 
titis. Vioform-hydrocortisone cream was cura- 
tive or effective in 94% of the industrial and 
90% of the nonindustrial cases. Relief of itch- 
ing was immediate, and objective evidence of 
healing rapid. Once the dermatitis had cleared, 
no recurrence was noted as long as irritating 
substances were avoided. When necessary wet 
dressings were prescribed, jobs temporarily or 
permanently changed to avoid the primary ir- 
ritant or sensitizing agent, and protective cloth- 
ing worn. Nonirritating soap was substituted 
for an alkaline soap. Whenever possible gloves 
were worn for contact dermatitis of the hands, 
or the part bandaged with gauze. Pustular 
lesions and secondarily infected areas rapidly 
became dry and healed. 

Only fair results were noted in 10 of 179 
cases, and three patients complained of irrita- 
tion, burning, and increased itching after appli- 
cation of the cream. There was, however, no ob- 
jective evidence of a flare-up. Patch tests to 
Vioform-hydrocortisone cream and plain Vioform 
cream in the three cases were all negative. A 
few patients complained of dryness after several 
weeks use of Vioform-hydrocortisone cream. This 
was especially true in eruptions of the fingers 
and hands accompanied by cracking and fissur- 
ing. By substituting Vioform ointment the dry- 
ness was overcome and fissures healed promptly. 

MISCELLANEOUS DERMATOSES: Atopic derma- 
titis: Pruritus, erythema, and inflammation rap- 
idly disappeared in 32 of 39 cases (82%). The 
lichenification accompanying the dermatitis re- 
ceded slowly but steadily, and none of the in- 
volved areas became secondarily infected as is 
frequently the occurrence with plain hydrocorti- 
sone cream. The addition of Vioform as a bac- 
teriostatic agent was helpful. 

Chronic eczema (dermatitis which could not 
be categorized into a definite group) was im- 
proved or cleared in 55% of the eczema cases. 
These patients alternately would improve and 
then relapse. Initially all would be improved, but 
since the relief was not sustained they were 
included in the “fair” group. One patient com- 
plained of excessive dryness, and one of burn- 
ing upon application of the cream. Approximate- 
ly 50% of patients with nummular eczema were 
cleared, but in the remainder scattered areas 
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of papulovesicles continued to appear in new 
areas of the body. 

Cases of seborrheic dermatitis involving the 
face, or flexural folds responded promptly to 
Vioform-hydrocortisone cream. Erythema and 
scaling rapidly disappeared, and pruritus was 
alleviated. Ano-genital pruritus with lichenifica- 
tion responded well, and cases refractory to other 
medications felt it the best used so far. 

Diseases such as stasis dermatitis, tinea of 
the feet, and otitis externa responded satisfac- 
torily with relief of itching and clearing of 
superimposed impetigenization or overtreatment 
dermatitis. Vioform-hydrocortisone cream was 
found to be of help in psoriasis vulgaris only in 
those few cases (18% in this series) presenting 
secondary infection or itching. Other medica- 
ments such as tars, or lotions of plain Vioform 
cream, were as helpful, and we considered that 
the addition of hydrocortisone to the cream of 
little value except as noted in psoriasis. 

The over-all percentage of cures or marked 
improvement after use of Vioform-hydrocorti- 
sone cream in 400 cases representing 13 differ- 
ent dermatological diseases was 78%. Fair re- 
sults were observed in 17%, poor 4%, and 
irritation in 1%. No evidence of sensitization 
was noted among five patients of 400 who re- 
ported irritation with Vioform-hydrocortisone 
cream. Patch testings done with plain Vioform 
and Vioform-hydrocortisone cream in these five 
were negative, and the increased burning, itch- 
ing, or erythema most probably could be ex- 
plained as a local reaction. Jf burning was noted 
after application the sensation lasted less than 
20 minutes, and it was usually noted in thin- 
skinned areas such as the eyelids, ears, scrotum, 
and inguinal folds. 

Although used as long as two months over 
extensive areas of the body, there was no evi- 
dence of absorption or systemic side effects of 
the steroid component of Vioform-hydrocortisone 
cream. Furthermore no patient with an acute 
dermatosis relapsed after being cleared, and no 
rebound phenomenon was noted after stopping 
treatment. 

During this clinical evaluation the best re- 
sults were obtained in contact, atopic, sebor- 
rheic, and stasis dermatitis. Relief of itching 
was prompt, and scaling, erythema, and licheni- 
fication rapidly disappeared. The combination 
was extremely useful in clearing dermatoses that 
were secondarily infected by either bacteria or 
fungi. Many skin diseases of a chronic nature 
that were unresponsive to other local medica- 
tions improved after the substitution of Vioform- 
hydrocortisone cream. 


Summary 


IOFORM-HYDROCORTISONE cream was found to 
be effective in a wide variety of common 


Industrial Medicine and Surgery 








Ap 





Ay 


— we 


Wwe 


—= Gv vw 


“—lC(Cir 


skin conditions. It was consistently beneficial or 
curative in 94% of the industrial and 90% of 
the nonindustrial contact dermatoses. In 400 pa- 
tients with 13 different dermatoses, improve- 
ment was noted in 78%, fair results in 17%, 
and no response in 4%. Irritation was noted in 
1%, but no sensitization was encountered with 
closed patch testing to Vioform or Vioform- 
hydrocortisone cream. 

After local application, itching was relieved, 
and erythema, edema, scaling, and lichenification 
were rapidly diminished. The antibacterial and 
antifungal properties of Vioform when com- 
bined with anti-inflammatory and anti-pruritic 
action of hydrocortisone make a suitable com- 


bination for use in most common dermatoses. 
(85 South Harrison Street.) 
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The Scientific Facts 

HE TERM “tobacco tar,” often seen in articles about smoking, actually is a misnomer. 
Recognition of this fact is necessary to an understarding of some of the difficulties 
involved in analyzing and assaying tobacco smoke. Many factors affect the composi- 
tion of the smoke itself. In laboratory work, tobacco smoke when trapped and con- 
densed becomes a dark-colored, viscous liquid. This apparently has led to the use of 
the term “tobacco tar.”’ However, this liquid is not a substance which is the same from 
one experiment to the next. As a result, different investigators may be using different 
condensates whose contents are far from standardized or known. Such experiments 
may be with material that is not comparable to the smoke that people get when they 
smoke. Tobacco smoke produced during the normal burning of a cigarette has two 
phases. One, virtually invisible, is a complex mixture of gases and vapors. The other 
is a particulate phase consisting of microscopic liquid droplets suspended in the atmos- 
phere. The visible part of the bluish smoke is composed chiefly of these suspended 
particles. Each droplet is an exceedingly complex mixture of chemical substances. So- 
called “tobacco tar” usually is a condensate consisting chiefly of the particulate phase 
of the smoke and trapped by some method such as chilling to a low temperature. The trap- 
ping method determines whether some part of the gas phase is also caught along with the 
particulate portion of the smoke. Composition of the smoke emerging from the mouth- 
end of a cigarette varies with such factors as: the composition and condition of the 
burning mixture, the temperature of the combustion zone, the time of exposure of 
gases and particulate matter to the higher temperature area, the relative propor- 
tion of oxygen available from the air at each point, the length of the column of un- 
burned tobacco and other materials through which the smoke passes, the elapse of 
time after it emerges from the cigarette, and probably many others. In a practical 
sense the factors influencing smoke composition are related to the blend of tobacco 
types use, their history, treatment and condition, additives present as flavorants or 
humectants, size and shape of the tobacco shreds, density of packing, porosity of 
paper, volume, frequency and duration of puffs taken, length of the original cigarette 

and of the butt discarded, and other factors. 
—From the 1957 Annual Report of the Scientific Director of the Tobacco Industry Research Committee, 
as quoted in Tobacco and Health, January-February, 1958. 
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The Toxic Properties 
of Some Timber Woods 


CAREY P. McCORD, M.D., Ann Arbor, Michigan 


N ALL climatic zones of the earth where fore- 
I station exists, a few varieties of trees have 
proved to possess properties injurious to man- 
kind. By all odds, the tropical trees stand out 
as predominant in number. It is probable that 
this preponderance merely reflects the wider 
variety of tree types within the tropics. 

In southern Europe, deforestation has taken 
place to a far greater extent than is true in 
the Americas. On this account, importation of 
timber material has been widespread, and chief- 
ly, the source of this importation has been 
Africa. This fact paves the way for the state- 
ment that much more is known about the toxic 
action of tropical and subtropical trees of Africa 
than is true for corresponding climatic zones of 
South America. The rapidly expanding popula- 
tion the world over, including South America, 
prospectively will lead to far wider develop- 
ment of the timber resources than heretofore. 
This is well set forth in an article entitled, “The 
Awakening Forests,” published in the Decem- 
ber, 1956, issue of Americas. Regardless of the 
continent involved the knowledge of the toxic 
properties of wood is fragmentary. Nothing is 
final and complete. It is known that constituents 
in some trees serve as primary skin irritants. 
It is established that some other constituents 
serve as active allergens and produce a variety 
of manifestations in humans, but chiefly, asthma. 
It has been developed that a few trees possess 
properties leading to systemic affection of severe 
proportions. It has been proved that in some in- 
stances, trees as cut are harmless, but at a 
later time, in the process of drying and curing, 
chemical alterations take place leading to dam- 
age only long after cutting operations. 

In the midst of some factual disclosures much 
that is legendary and fanciful has accumulated, 
such as in the case of the Upas tree of Java, 
which is credited with the capacity to damage 
those who merely sit in its shade or walk about 
it. No less, it may be factual that the milk of 
this tree serves as an active poison on arrow- 
heads. 

It is one purpose of this article to assemble 
some of the fragmentary data centering about 
the toxic properties of timber trees, but the 
prime purpose is to point out that a superb 
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opportunity for investigative work in this field 
is afforded and should be conducted in order 
that this branch of industrial toxicology may 
become more extensive. 


Limitations 

O LIMIT the length of this article, it becomes 

necessary to discard many categories closely 
akin to the main objective. Engaging as are 
facts relative to damage from the fruit of cer- 
tain trees, coverage is not intended. This elim- 
inates such items as Dhobi dermatitis, copra 
“itch,” cashew and Brazilian nut dermatitis, 
English walnut hull dermatitis, walnut juice 
dermatitis, and many others. Likewise this pres- 
ent paper is unconcerned with the allergies that 
may involve members of the general public from 
the pollen and saps of various trees. The cover- 
age does not extend to damage from chemicals 
sprayed upon trees as pesticides, or chemicals 
applied to lumber or timbers such as creosote 
and zinc chloride for preservative purposes. 
Further eliminated are injuries from fungi or 
other organisms that may invade trees or logs 
such as in the instance of Towey’s disease. 
Strictly, this comment is limited to occupational 
affections of workmen handling timber trees or 
lumber, or products therefrom, brought about 
by constituents inherent to them. 


Contact Dermatitis 
N° FEWER than 50 varieties of trees are credited 
with capacity to induce dermatitis. Primary 
irritation is regarded as the responsible factor 
in the majority of cases although alergy is in- 
volved in many instances. It is prospective that 
both contact and allergic dermatitis may be 
caused by the same tree substance. In the 
United States, several widely distributed and 
commonly known trees may be implicated. The 
number includes pine, oak, poplar and birch. Of 
the woods exotic to the United States, the one 
best known to industrial physicians, although 
few cases of dermatitis now appear, is cocobolo. 
This wood imported from South America in 
earlier decades was a favorite material in the 
construction of objects requiring a dense, dur- 
able wood such as that used for screwdriver 
handles, and, because of its water-resistant qual- 
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ities, in knife and fork handles and the mouth- 
pieces of wooden musical instruments such as 


flutes. 


In listing below some of the woods mentioned 
as the source of dermatitis, it is possible that 
duplication may arise because of different pop- 
ular names in different countries: 


Acacia 

Alder wood 

Aroeira (South America) 
Bassina (Africa) 

Beach Apple (Central Ameri- 


ea, also called manzanillo 
and manchineel) 

Beech 

Birch 

Blackwood (acacia melanoxy- 
lon) 

Blue gum (Mexico) 


Boxwood (Africa) 

Cajaput (East Indies) 

Cedar 

Chestnut 

Cocobolo (dalbergia, also called 
bastard mahogany) 

Cocus wood (Cuba, grenadil) 

Cypress 

Dogwood (Australia, West In- 
dies and United States) 

Ebony (Africa, diospyros) 

Embuia wood (nectandras) 

Eucalyptus (hemiphloia) 

Eucalyptus (maculata) 


va, also called Singapore ma- 


hogany) 
Moa (Australia) 
Moule (also called Uganda 


teak, bush oak and roko) 
Muirapenima 
Odum (West Africa, also 
known as roko tree; in East 


Africa as chlorophora ex- 
celsa) 
Olive wood 
Partridge wood (Tropical 
America; andira americana) 
Pine 
Podocarpus (yew family) 
Poplar 


Quebracho (Central and South 
America) 

Redwood (California, 
called sequoia) 

Rengas (also rungus, renghas, 
ete., glauta renghas from 
Java) 

Rosewood (Borneo) 

Sabicu (Cuba) 

Satinwood (East and 


also 


West 





Juniper Silver Spruce 
Lance wood (Australia and Tagayasah or Tagayasan (Ja- 
Cape) pan) 
Macassar Teakwood (East Indies) 
Mahogany (West Indies and Tonquin (East Indies; pro- 
West Africa) duces a green skin coloration 
Mansonia wood (sterculiacea only) 
altissima) Ukola (Africa, dumeria) 
Maple Walnut (Brazil) 
Melanorrhea Anacardiace (Ja- Yew (England). 
Indies) 


Sensitizers 
S EXAMPLES of woods capable of producing 
respiratory manifestations on an _ allergic 
basis, three dissimilar items may be introduced. 
Numerous other examples might be cited. 

In the first example, the investigators are 
Dantin-Gallego, Armayor and Riesco. Writing in 
Industrial Medicine and Surgery, February, 1952, 
they describe a group of African tree forms re- 
lated to mahogany under the group name “‘‘Cao- 
billas de Guinea” (woods of Guinea). The work- 
men involved were sawmill laborers exposed to 
wood dust. On exposure, the group of five pre- 
sented symptoms characteristic of hay fever, 
nose and throat itching, coughing, elevated tem- 
perature, general malaise and hemoptysis — the 
last feature being the most prominent. This 
episode was attributed to an allergic reaction and 
the offending agent is described as a glucoside 
or saponin. In this instance it may be doubted 
that the term ‘‘asthma” embraces all of the mani- 
festations, and conceivably, these toxic woods 
better might have been listed in the section de- 
voted to systemic poisoning. 

For purposes of contrast, the second example 
chosen relates to the known asthma from a prod- 
uct of the acacia family. Not all acacias reach 
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the size justifying the term “timber tree,” but 
some are of timber tree proportions. Gum acacia 
or gum arabic may be derived from varieties 
not of timber tree proportions. In any event 
this gum extractive, far removed from any tim- 
bering operation or the wood itself, is widely 
used in industry. Notably in offset printing, 
gum acacia, employed as a drying agent of 
printing inks, has led to many established in- 
stances of paroxymal asthma on exposure after 
sensitization has been established. 

Ordman, writing in the South African Medical 
Journal, December, 1949, attributes bronchial 
asthma to several African woods and specifically 
kejaat (pterocarpus angolensis). The kejaat tree 
chiefly grows in the Transvaal. It is reported 
that desensitization is accomplished by repeated 
injection of extracts from this wood. 


Systemic Manifestations 

In addition to or apart from contact dermatitis 
and allergic reactions some woods bring about 
systemic disorders. The harmful agents are var- 
ious and include alkaloids, glucosides, saponins, 
etc. A few woods are disturbing because of of- 
fensive odors, but odors themselves never induce 
organic diseases, though functional affections 
such as nausea and vomiting are known. Into 
the category of systemic disease causation fall 
the following woods but the list is not exhaus- 
tive: 

To African boxwood (gonioma kamassi) is 
imputed properties that make it outstanding 
among toxic woods leading to constitutional dis- 
turbances. Sawdust from this wood, in addition 
to causation of local irritation to the eyes and 
respiratory tract, provokes a severe condition 
which in its worst form is characterized by 
anemia, hepatitis, and depressed heart action. 
An alkaloid has been extracted from the wood 
which apparently is the responsible agent. This 
alkaloid applied experimentally to animals pro- 
duces the same manifestations. In general, this 
alkaloid is said to resemble curare in its action. 

The Japanese wood called tagayasa (often 
written tagayasan), chiefly leads to local dam- 
age to the eyes and skin, but as a unique fea- 
ture induces a dark brown punctate skin pig- 
mentation. The systemic injuries relate to renal 
and gastroenteritic function. In this instance the 
active agent is a phenol-like body akin to chry- 
sarobin. 

East Indian satinwood (chloroxylon swien- 
tenia) is well known for its damage to the skin. 
Less well established is its capacity to induce 
gastrointestinal disturbances along with head- 
ache. 

The manzanillo (or beach apple or manchineel) 
tree is an active local irritant, but stands out 
from the general run of surface damaging agents 
through the fact of specific damage to the cornea. 
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Likewise the acrid sap of the manzanillo is 
utilized by primitive races as an arrow and fish 
poison. 

Franz Koelsch, in many of his German pub- 
lications beginning as early as 1909 and includ- 
ing his “Handbook of Occupational Diseases,” 
published lists of exotic woods causing injury 
to workmen. He emphasizes that these woods, 
in addition to the causation of dermatitis, often- 
times are capable of provoking constitutional 
affection. 


The Dearth of Exact Information 

HE SHORTCOMINGS of this article along with 

many another one like it, reveal the scantiness 
of reliable scientific data on the damaging prop- 
erties of woods. Many of the statements relied 
upon as accurate may be suspected of inaccur- 
acy. For example, many textbooks describe with- 
out reservation Dhobi itch or laundryman’s itch 
as a condition attributable to a fungus, tinea 
cruris. More accurately, it appears much of this 
so-called condition derives from the primary 
irritant action of the marking ink employed, 
mainly in tropical countries. This is derived 
from the Bhilawanol or the Marking Nut which, 
however, is a fruit and not a timber tree. 

Expanding populations the world over will 
create demands for the utilization of woods and 
particularly tropical woods from forests here- 
tofore untouched. Many of these forests are 
virgin and primeval. It becomes highly desirable 
to know what trees possess toxic properties, 
the nature of the toxicity, the precise agents 
responsible for the damage together with prac- 
tical measures for control. Adequate data are 
not now extant. Almost unlimited opportunities 
exist in this branch of industrial toxicology. 


Summary 

NFORMATION on the toxic properties of timber 
wood indicate that many trees possess toxic 

properties. It is known that many trees con- 


tain agents that are primary skin irritants. 
Others yield substances that lead to allergic 
states and foremostly asthma. Still others, but 
in smaller numbers, have constituents leading to 
systemic affection. The tremendous rise in popu- 
lation, long to continue, will make demands upon 
forest products far in excess of the present. A 
superb opportunity exists for investigative work 
that will extend the fragmentary to greater 
exactness. 
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Less Than 1% 


r, aero of industrial eye injuries in the State of New York from 1950 through 
1955 showed that cuts, punctures, and lacerations of the eye accounted for almost 
half of the more than 2,000 eye injuries suffered each year during that period. Of 
the remaining cases, two of every five were caused by burns, including chemical burns, 
and foreign bodies in the eye. Occupational diseases, the result of occupational ac- 
tivity or exposure to injurious substances, usually over a period of time, accounted 


for less than 1% of all compensated eye injuries. 


204 


Medical Times, February, 195s. 


Industrial Medicine and Surgery 

















XUM 








XUM 


Training in Occupational Medicine 


Occupational Medicine as a Topic in the 
Meetings of Professional Societies 


REPORT OF THE COMMITTEE ON EDUCATION AND TRAINING 
Industrial Medical Association, 1958 


NE of the activities undertaken by the Com- 
mittee on Education and Training of the 
Industrial Medical Association, while it was 
still under the chairmanship of A. G. KAM- 
MER, M.D., was an inquiry into the program of- 
fered by professional societies and organizations. 
The objective of the exploration was to deter- 
mine if any of the content of these meetings 
related to the general area of occupational health. 
A type of post-graduate education that is in 
currency today is the annual, or more frequent, 
meeting of a professional society or specialty 
group. These meetings are aimed at a periodic 
educational effort of the members, and accom- 
plish this purpose through the presentation of 
special papers, symposia, panels, reviews, or scien- 
tific exhibits. America, in the discipline of medi- 
cine alone, has a great number of associations 
formed around differing cores of interest which 
might be national, regional, state, or local in 
coverage. With the broadening of medical knowl- 
edge, new groups are given birth and are added 
to the list of older organizations which have 
been meeting, in some instances, for many de- 
cades. 


Method of Inquiry 
N ORDER to ascertain the extent of inclusion of 
occupational medical items in the program- 
ing of these many societies, a letter was for- 
warded to the Secretary of each stating that 
the Committee on Education and Training of 
the Industrial Medical Association was endeavor- 
ing to learn of “meetings that are being held 
that relate totally or in part to occupational 
medicine or medicine in industry.” The Secre- 
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TON, M.D., Chairman, University of Oklahoma School 
of Medicine; R. R. BEARD, M.D., Stanford University 
School of Medicine; B. BEHREND, M.D., Philadelphia; 
J. C. DUFFY, M.D., International Business Machines 
Corporation, New York; D. H. GOLDSTEIN, M.D., In- 
stitute of Industrial Medicine, New York University; 
H. A. LEWIS, M.D., Kaiser Steel Corporation, Fontana, 
California; J. W. MEIGS, M.D., Yale University School 
of Medicine; and L. C. MCGEE, M.D., Hercules Powder 
Company, Wilmington, Delaware. 
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tary was requested to forward a copy of the 
program of any meetings held during 1956, and 
it was determined from these programs if such 
subjects had been included. In addition, the 
average attendance per meeting was obtained, 
and an analysis was made by subject matter of 
the programs received and the topics in occu- 
pational medicine were categorized and totaled. 
Table I shows the variety and number of organi- 
zations sent letters of inquiry. 








TABLE I. 
LETTERS OF INQUIRY FORWARDED TO 
PROFESSIONAL SOCIETIES 








Societies Number 
International societies, associations and academies 12 
National societies, associations and academies 143 
Regional societies, associations and academies 52 
State and territorial medical associations 50 
State and territorial associations, other 174 
County medical societies 1,911 
County associations and societies, other 6 
Local (city) societies and associations 47 
Total 2,395 











The organizations were coded as to sponsor- 
ship of the meetings reviewed, and were divided 
for analysis by areas, i.e., international, national, 
state, regional, county or district, and city. Pro- 
grams were obtained from those international 
societies only which were meeting during the 
year in the United States, and international 
bodies convening outside this country were not 
solicited for information. In several instances, 
where multiple sponsorships represented numer- 
ous official, voluntary, professional, and business 
organizations, a primary sponsor was indicated 
to facilitate the tabulation. 

Of primary interest is the meeting which in- 
cluded in its program a subject of concern to 
members of the industrial health team, by the 
physicians, nurses, hygienists, or engineers. 
Nursing meetings, except the annual meeting 
of the American Association of Industrial Nurses, 
were not included for study. Sections on nursing 
of such groups as the National Safety Council 
were included in the summation, and the relevant 
content of these meetings will be seen in Table 
FEF. 
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The subject matter of the programs was scru- 
tinized for occupational health content and a 
distribution by main topic was made, e.g., case 
finding methods, disability, education in occu- 
pational medicine, etc. The totals showing the 
number of meetings including these topics and 
the attendance by type of society are seen in 
Table IV. 

To demonstrate the interest in certain sub- 
jects on occupational health (those included in 
five or more professional meetings), a listing 
of these topics is shown in their order of fre- 
quency in Table V. It is of interest to note that 
subjects of contemporary importance are found 
high on the list, but it cannot be overlooked 
that Trauma is still of major concern to most 
professional societies, which do not relate im- 
mediately to occupational medicine as a specialty. 

Not included in any of the tabulations above, 
were other presentations of occupational health 
concern. There were two scientific exhibits held, 
each including several separate displays relating 
to industrial medicine. The scientific exhibit of 


TABLE II. 

RESPONSE OBTAINED FROM PROFESSIONAL SOCIETIES 

RELATIVE TO OCCUPATIONAL HEALTH TOPICS 
INCLUDED IN MEETINGS 


International societies, asscciations and academies 





























Number Percent 
Replies 4 33.8% 
No Replies 8 66.6% 
Total 12 99.9% 
National societies, associations and academies 
Number Percent 
Replies 117 81.8% 
No replies 26 18.2% 
Total 143 100.0% 
Regional societies, associations and academies 
Number Percent 
Replies 40 77.0% 
No replies 12 23.0% 
Total 52 100.0% 
State and territorial medical associations 
Number Percent 
Replies 36 "72.0% 
No replies 14 28.0% 
Total 50 100.0% 
State and territorial associations, other 
Number Percent 
Replies 76 "43.6% 
No replies 98 56.4% 
Total 174 100.0% 
County medical societies 
Number Percent 
Replies 618 32.3% 
No replies 1,293 67.7% 
Total 1,911 100.0% 
County associations and societies, other 
Number Percent 
Replies 4 66.6% 
No replies 2 33.8% 
Total 6 “99.9% 
Local (city) societies and associations 
Number Percent 
Replies 44 : 93.6% 
No replies 3 6.4% 
Total 47 100.0% 
From the above, the following is derived: 
Total number of letters forwarded 2,395 
Total number of replies 939 
Mean response 39.2% 





the American Medical Association drew approxi- 
mately 15,000 observers (there were 11 occupa- 
tional health exhibits), and 2,055 in attendance 








TABLE III. 
PROFESSIONAL ORGANIZATIONS INCLUDING TOPICS IN 
OCCUPATIONAL HEALTH IN MEETINGS, SHOWING 
NUMBER OF TOPICS PRESENTED AND ATTENDANCE 





Number Percent 





International societies, associations and academies 
No. of meetings including occupational 


health subjects 0 — 
No. of meetings not including occupa- 
tional health subjects 4 


National societies, associations and academies 
No. of meetings including occupational 


health subjects 61 52.1% 
No. of meetings not including occupa- 
tional health subjects 56 
Total number of occupational health top- 
ics presented 547 
Total number in attendance at meetings 
including O.H. 79,736 
Regional societies, associations and academies 
No. of meetings including occupational 
health subjects 22 55.0% 
No. of meetings not including occupa- 
tional health subjects 18 
Total number of occupational health top- 
ics presented 100 
Total number in attendance at meetings 
including O.H. 7,811 
State and territorial medical associations 
No. of meetings including occupational 
health subjects 15 41.7% 
No. of meetings not including occupa- 
tional health subjects 21 
Total number of occupational health top- 
ics presented 55 
Total number in attendance at meetings 
including O.H. 8,115 
State and territorial associations, other 
No. of meetings including occupational 
health subjects 57 75.0% 
No. of meetings not including occupa- 
tional health subjects 19 
Total number of occupational health top- 
ics presented 336 
Total number in attendance at meetings 
including O.H. 22,266 
County medical societies 
No. of meetings including occupational 
health subjects 110 17.8% 
No. of meetings not including occupa- 
tional health subjects 508 
Total number of occupational health top- 
ics presented 133 
Total number in attendance at meetings 
including O.H. 11,282 
County associations and societies, other 
No. of meetings including occupational 
health subjects 2 50.0% 
No. of meetings not including occupa- 
tional health subjects 2 
Total number of occupational health top- 
ics presented 3 
Total number in attendance at meetings 
including O.H. 700 
Local (city) societies and associations 
No. of meetings including occupational 
health subjects 26 59.1% 
No. of meetings not including occupa- 
tional health subjects 18 
Total number of occupational health top- 
ics presented 74 
Total number in attendance at meetings 
including O.H. 7,371 
Summary 
Total number of meetings including oc- 
cupational health subjects ............ 293 31.2% 
Total number of meetings not including 
occupational health subjects .......... 646 
Total number of occupational health top- 
ee BPP Pre rr re ee eer 1,248 
Total number in attendance at meetings 
including occupational health ........ 136,581 
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TABLE IV. 
Topics OF OCCUPATIONAL HEALTH INTEREST INCLUDED IN SOCIETY MEETINGS, SHOWING NUMBER OF 


MEETINGS AND NUMBER IN ATTENDANCE* 





Number of Number in 
Meetings Includ- Attendance 


Number in 
Attendance 


Number of 
Meetings Includ- 














pics ing This Topic At Meetings Topics ing This Topic At Meetings 
\SE FINDING METHODS Dust 
Audiometry 10 8,153 Berylliosis 2 3,656 
Cancer Screening 3 752 Pulmonary Dust Diseases 10 10,597 
Chest Radiography 4 2,072 Epidemiology 3 2,848 
Electrocardiography i 300 Infection 
Electromyography 2 281 Anthrax 1 1,041 
Screening Procedures, General 2 38 Brucellosis 1 700 
Vision Testing 6 7,577 Psittacosis 3 4,442 
Total os 14,173 Zoonoses, General 1 2,684 
Occupational Cancer 6 2,068 
ISABILITY Occupational Diseases, General 1 257 
Disability Evaluation 3 2,694 Physical Energy 
Disabling Diseases Electricity 1 250 
Arthritis 3 242 Noise 12 4,069 
Convulsive Disorders 1 120 Radiation Effects 2 3,440 
Emotional Disorders 11 2,095 Radiation, General 49 36,645 
Heart Diseases 26 12,029 Radiation Protection 4 6,215 
Tuberculosis 3 2,946 Total 166 151,849 
Physically Handicapped, Utilization 6 1,368 
Saniatic  Wiscance 1 125 PHYSICAL EXAMINATIONS 
es mami Physical Examinations, by Specific 
Total 54 21,619 Organ Systems 1 125 
Physical Examinations, Executives 2 813 
EDUCATION IN OCCUPATIONAL MEDICINE 4 1,024 Physical Examinations for Job 
GENERAL: TORIC) Placement 8 2,502 
Aviation Medicine 6 1,143 
Forensic Medicine 3 1,508 Total 19 4,811 
Industrial Dentistry 1 2,770 PROGRAMS IN OCCUPATIONAL MEDICINE 
Industrial Hygiene 6 1,348 Absenteeism Control 3 1,167 
Industrial Medicine, General 55 18,759 Accident Proneness 8 16,521 
Industrial Medicine, Small Plants 8 9,891 Aged Worker q 8,268 
Industrial Physician-Personal Alcoholism 18 8,523 
Physician Relations 3 125 Civil Defense 17 13,144 
Industrial Nursing 3 2,834 Ergonomics 2 700 
Industrial Podiatry 2 2,791 Health Education 3 1,226 
Labor-Management Relations 3 615 Immunization 3 585 
Miscellaneous 5 713 Migrant Labor 3 1,048 
Mortality in Industry 1 125 Record Maintenance 2 3,170 
Occupational Medicine, Rural 1 75 Rehabilitation 51 23,849 
Total “95 42,697 Sanitation 1 125 
Special Employment Group 1 3,083 
OCCUPATIONAL HEALTH HAZARDS AND Ventilation 4 3,655 
OCCUPATIONAL DISEASES Weight Reduction 2 284 
Abnormalities of Temperature Total 125, 85,348 
and Humidity 4 924 
Air Pollution 18 35,480 Lt Ut 
Chemical Hazards Amputations 1 130 
Carcinogens q 7,507 Burns 6 1,801 
Chemicals, Specific 1 125 Eye Injuries 4 855 
Pesticides, General 10 6,593 Hernia 1 275 
Solvents, General 3 1,979 Trauma, General 35 17,437 
Toxicology, General 11 5,422 Trauma, Treatment 820 6,362 
Toxicology, Specific Hazards 2 3,483 Total 79 26,860 
Dermatoses 15 11,224 WORK MEN’S COMPENSATION 20 12,267 


*The total number of these meetings is in excess of the total number of meetings shown in Table III, because of multiple topics 


presented during a single meeting, e.g., 


if one society presented a paper on Cancer Screening, and a paper on Chest Radiogra- 


phy, this would appear as three meetings, while in actuality this is a single meeting as shown in Table III. 





at the Industrial Health Conference viewed 25 
exhibits at that meeting. 

One other feature that characterized two meet- 
ings of one county medical society, and one meet- 
ing of another medical group at the county level, 
was the conducting of plant tours in place of 
the regular meetings. The three tours were con- 
ducted in highly industrialized communities. The 
plant tours which are conducted as part of the 
annual Industrial Health Conference are not in- 
cluded in this review. 


Discussion 

[N ATTEMPTING to discuss the findings from this 
survey, one must keep in mind constantly that 

this does not represent a random sampling, but 
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merely reflects the experiences of the respondants 
who forwarded material for inclusion and anal- 
ysis. One cannot project to other societies at a 
national or county level, the findings resulting 
from the review of the data listed. Many factors 
enter into the synthesizing of conclusions, and 
one must not omit such determinants as the 
emotional attitude of the society secretary to 
the completion of questionnaires, the fact that 
the remaining 60% of the organizations might 
have twice the number of pertinent meetings 
than those replying, and those who did re- 
spond might be the societies more likely to have 
had material included in the meetings germane 
to the inquiry. 

From the above, however, and recognizing the 
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TABLE V. 

ORDER OF FREQUENCY OF TOPICS OF OCCUPATIONAL 

HEALTH INCLUDED IN FIVE OR MORE 
PROFESSIONAL MEETINGS 





Number of Meetings 
Including This 


Topics Topic 
Industrial Medicine, General 55 
Rehabilitation 51 
Radiation, General 49 
Trauma, General 35 
Trauma, Treatment 32 
Heart Disease 26 
Workmen’s Compensation 20 
Air Pollution 18 
Alcoholism 18 
Civil Defense 17 
Dermatoses 15 
Noise 12 
Emotional Disorders 11 
Toxicology, General 1l 
Audiometry 10 
Pesticides, General 10 
Pulmonary Dust Diseases 10 
Accident Proneness 8 
Industrial Medicine, Small Plants 8 
Physical Examinations for Job Placement 8 
Physical Examinations, Periodic 8 
Aged Worker : 
Carcinogens 7 
Aviation Medicine 6 
Burns 6 
Industrial Hygiene 6 
Occupational Cancer 6 
Physically Handicapped, Utilization 6 
Vision Testing 6 

5 


Miscellaneous 





influencing factors mentioned, one might offer 
the following as trends indicated by this study. 
Of the meetings studied, 31.2% included occu- 
pational health subjects, and percentagewise, it 
is the state and city societies that had the great- 
est number of meetings including these topics. 
The county medical societies had the lowest per- 
centage of meetings relating to occupational 
health, and were third in order of the number 
of people in attendance at these meetings. 

A review of Table IV shows all of the topics 
which were discussed at meetings, and Table V 
shows that certain of these are of greater con- 
cern to professional bodies than others. Rehabili- 
tation and radiation rank high in the order of 
frequency, as does trauma. Surprisingly, the 


subjects of the aged worker, industrial carcino 
gens, and utilization of the physically handi 
capped appear of minimal interest to the organi 
zations. 

A point of extreme interest in the compila 
tion of this material was the variance in num 
ber of the county societies in existence in th 
various jurisdictions. The number of societie 
in the Southern States is far in excess of thos: 
in states elsewhere where the population is th 
same or greater. One is curious as to why ther 
might be 76 county medical societies in the Stat 
of Georgia, whereas, there are only 20 in the 
State of Massachusetts, or 41 in the State of 
California. 

The response from highly industrialized state: 
was of interest also: California, 68.3% ; Illinois, 
36.4% ; Massachusetts, 60.0%; Michigan, 40.0% ; 
New Jersey, 57.1%; and Pennsylvania, 46.7%. 


Summary 
HE FOLLOWING table, Table VI, will serve as 
a summary of the survey. 








TABLE VI. 

SUMMARY OF A SURVEY CONDUCTED AMONG PROFES- 
SIONAL SOCIETIES TO DETERMINE THE EXTENT 
OF INCLUSION OF OCCUPATIONAL MEDICINE 
As A Topic IN SociETY MEETINGS 


Number of letters of inquiry forwarded to 
professional societies 2,395 
Mean response to letters of inquiry 39.2% 
Total number of meetings including occupa- 
tional health subjects 
Total number in attendance at these 293 
meetings 136,581 
Topics of occupational health of greatest frequency in meetings: 
Industrial Medicine, General 
Rehabilitation 
Radiation, General 
Trauma, General 
Trauma, Treatment 
Heart Disease 
Workmen’s Compensation 
Air Pollution 
Alcoholism 
Civil Defense 
Greatest interest shown in occupational health: state and city 
society meetings. 
Least interest shown in ceccupational health: county medical 
society meetings. 





293 or 31.2% 


It's the Law! 


N THE Soviet Union, hours of work are regulated by law, and are not subject to 
I collective bargaining or voluntary action of employers. The U.S. Bureau of Labor 
Statistics reports that most Russian workers 18 or older put in five eight-hour days, 
plus six hours on Saturday. For people in especially difficult or dangerous jobs, the 
legal workday may be seven hours or less, depending on the nature of the work. Men 
on the night shift work seven hours and receive the same pay as those on a regular 
eight-hour shift. Overtime without the permission of government authorities is for- 


bidden. 
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—From Supervisory Management, March, 1958. 
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Scope, Objectives, and Functions 
of Occupational Health Programs 


COUNCIL ON INDUSTRIAL HEALTH 
AMERICAN MEDICAL ASSOCIATION 


S USED in this statement, the term “occupational 

health program” means a program provided by 
management to deal constructively with the health 
requirements of employees and employers in rela- 
tionship to employment. 

The term “occupational medicine” means that 
branch of medicine practiced by physicians in meet- 
ing medical problems and needs under occupational 
health programs. 

Occupational health programs in the United States 
stem from the medical services established by some 
employers in the middle of the 19th century to meet 
the needs of their employees in locations where 
medical services were not satisfactory or readily 
available. Further impetus to their development 
was given by the enactment of laws in various states 
which obligated many employers to maintain safe 
and healthful work environments and to compensate 
employees for occupational disability or death. 


Occupational Health Programs 
ALTHOUGH health maintenance is primarily the 
responsibility of the individual, an occupational 
health program represents management’s recognition 
of its obligation to provide a safe work environment 
and its opportunity to promote better health among 
its employees. While circumstances may affect the 
extent of certain services which may enter into a 
comprehensive health program, a high quality of 
performance must be preserved at all times. 
Cooperation between physicians, nurses, industrial 
hygienists, technicians and other personnel of the 
occupational health program and management per- 
sonnel responsible for the employment, safety and 
well-being of employees is essential. Occupational 
health personnel should cooperate also with private 
and official community agencies providing health, 
safety, employment and welfare services. 
Through the years many forms of occupational 
health programs have been developed from which 
has emerged an acceptable basic pattern. Experience 
indicates that success can best be assured when: 


This statement, prepared by the Council on Industrial Health 
of the American Medical Association, was approved by the Coun- 
cil in February, 1957, approved by the Board of Trustees in 
April, 1957, adopted by the House of Delegates in June, 1957, 
and published in the Journal of the American Medical Associ- 
ation, July 6, 1957 (J.A.M.A., 164:1104 (July 6) 1957). It 
has been reprinted in pamphlet form. Single copies are avail- 
able without charge on request to the Council on Industrial 
Health, American Medical Association, 535 North Dearborn 
Street, Chicago 10. Prices for multiple copies on request. 
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1. The program 

(a) Observes the basic principle of service to 
the individual by a physician and conforms 
to medical customs in the community. 

(b) Complies with existing laws. 

(c) Emphasizes prevention and health main- 
tenance. 

(d) Utilizes community medical resources when 
adequate or when they can be developed 
reasonably. 

The physicians participating in the program 

(a) Maintain high standards of professional 
service and conduct for the benefit of em- 
ployee and employer alike. 

(b) Cooperate and maintain proper liaison 
with other physicians in the community 
and with the local medical society. 

(c) Are engaged and compensated in accord- 
ance with the Principles of Medical Ethics 
of the American Medical Association. 

(d) Do not use their occupational health affili- 
ations as a means of gaining or enlarging 
a private practice among employees. 

In recent years, with the recognition by employers 
and employees of the values attainable through oc- 
cupational health programs which apply the advances 
in preventive medical and engineering knowledge, 
the earlier concept of curative occupational medicine 
has been broadened to include and emphasize pre- 
vention and health maintenance. 

Although current programs reflect varying de- 
grees of development, they all provide a common 
opportunity for employers, employees and physicians 
to carry on adult health programs which supplement 
other health services available in the community and 
which serve as effective components in community 
health. 

From time to time, problems arise out of a mis- 
understanding of the proper scope of occupational 
health programs as contrasted with medical pro- 
grams for personal (nonocecupational) illness of 
employees. It is, therefore, absolutely essential that 
employers, employees, and physicians recognize the 
fundamental distinction between these two types of 
programs. 

In general, these two kinds of programs differ in 
objectives, methods of financing, amount and type 
of services provided, and in some cases, in the com- 
position of the group covered. Although the same 
medical personnel may serve or administer both 
types of programs, certain activities of occupational 
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health programs are not appropriate to, and cannot 
generally be performed successfully within the 
framework of, personal medical service programs. 
The occupational health programs must be oriented 
to the work environment and to the health of the 
employee in relation to his job. On the other hand, 
when service rendered by physicians under occupa- 
tional health programs exceeds the limits described 
hereafter, the occupational health program becomes 
to that extent a medical program for personal ill- 
ness and should be so recognized by all concerned. 


Programs for Personal (Nonoccupational) Illness 
HESE programs owe their existence to certain 
factors and circumstances in the employer-em- 

ployee relationship not directly related to occupa- 
tional health considerations. A major objective of 
such programs is to distribute the cost of medical 
service so as to lighten the economic burden on the 
employee. 

Some programs include dependents and/or re- 
tired employees as well as the employed group. 
They are usually designed to provide medical, surgi- 
cal, and hospital care. The cost of such programs 
may be financed jointly or solely by management, 
unions, or the subscribers. Medical services may be 
provided by personal physicians, or by physicians 
in management or union health centers, or by other 
physicians upon referral. Such personal medical 
services may be diagnostic, therapeutic or rehabili- 
tative, and may be limited or comprehensive in scope. 
These programs are separate and distinct from oc- 
cupational health programs, the objectives, activi- 
ties, facilities and personnel of which are described 
in the remainder of this statement. 


Objectives of Occupational Health Programs 
T# OBJECTIVES of an occupational health program 
are: 

1. To protect individuals against health hazards 
in their work environment. 

2. To insure and facilitate the placement and 
suitability of individuals according to their physical 
capacities and their emotional make-up in work 
which they can reasonably perform with an accept- 
able degree of efficiency and without endangering 
their own health and safety or that of their fellow 
employees, and 

3. To encourage personal health maintenance. 

The achievement of these objectives benefits both 
employers and employees in terms of improved em- 
ployee health, morale, and productivity. 


Activities to Attain Objectives 

IP’ ORDER to attain these objectives the following 
activities (and the maintenance of appropriate 

records) are essential: 

1. Supervision of the work environment from a 
health standpoint. This requires periodic inspections 
by physicians of the entire premises used by em- 
ployees, including provision for, and appropriate 
participation in, the procedures and tests required 
to detect and appraise health hazards. Such in- 
spections and appraisals provide current informa- 
tion on health aspects of work conditions, processes 
and substances used. This information, including 
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those relating to stress and mental health, wi! 
aid in evaluating any health hazards that ma 
exist and in making appropriate recommendation 
for preventive or corrective measures. 

2. Health examinations. Unrealistic and need 
lessly stringent standards of physical fitness defea 
the purposes of health examinations and of maxi 
mum utilization of the available work force. 

Health examinations should consist of: 

(a) An initial examination to determine the healt] 
status of the individual in order to facilitate suit 
able placement in employment. This examination 
should include (1) his family and personal medica 
history; (2) his occupational history; (3) a physi- 
cal examination, and (4) other procedures to help 
determine the individual’s employability and _ his 
capacity for work. 

(b) Subsequent examinations carried out at suit- 
able intervals and designed to detect any sign or 
symptom of ill health related to employment con- 
ditions and to evaluate the health status of the 
individual in order to determine whether his health 
is compatible with his job assignment. 

All examinations must be conducted by physicians 
with such assistance from ancillary personnel as may 
be required. Prior to each examination, the indi- 
vidual should be advised as to its constructive pur- 
pose and value. At the conclusion of an examination, 
the physician should discuss his findings meaning- 
fully with the individual. When health defects are 
found, the physician should explain to the individual 
the importance of obtaining further medical atten- 
tion, and encourage him to consult his personal 
physician. 

3. Medical records. The maintenance of accurate 
and complete medical records of every individual 
from the time of his first examination or treatment 
is a basic requirement. Except when otherwise 
required by law, the confidential character of these 
records, including the results of health examina- 
tions, must be rigidly observed by all members of 
the occupational health staff, and such records must 
remain in the exclusive custody and control of 
the medical personnel. The patient should be in- 
formed of all pertinent health findings except when 
such disclosures would have an adverse effect on 
his health and well-being. A private physician or 
other agency may be provided with a report of 
health findings when the patient so designates. Dis- 
closure of health information should not be made 
without the approval of the patient except when 
essential to fulfill the legal obligations to the third 
party or to the public, and then, only to the extent 
necessary to fulfill such obligations. 

4. Medical diagnosis and treatment. Every em- 
ployee should be encouraged to have a_ personal 
physician. 

(a) Diagnosis and therapy required by work- 
men’s compensation laws for occupational injury 
or illness should be directed toward optimum re- 
habilitation of the employee. The right of the em- 
ployee to select his attending physician should be 
maintained. The attending physician may be a mem- 
ber of the occupational health staff or any physician 
in the community willing and qualified to perform 
the essential services. 


Industrial Medicine and Surgery 








ee ee ee ne 


a a ene ae 8 


a ae a ee 





ue or mh 6 


ii, i ed 





XUM 


(b) Diagnosis and therapy in case of nonoccu- 
yational injury or illness is not a responsibility of 
in occupational health program, with the limited 
-xceptions noted below. Emergency cases should be 
riven the attention required to prevent loss of 
ife or limb or to relieve suffering until the patient 
is placed under the care of a personal physician. 
for minor disorders, first aid or palliative treat- 
nent may be given if the condition is one for which 
the individual would not reasonably be expected 
to seek the attention of a personal physician, or 
o enable the individual to complete his current 
work shift before consulting a personal physician. 
In occupational health programs, requests for treat- 
ment of repetitive personal disorders should be 
discouraged, and such individuals should be referred 
to their personal physicians. 

(c) The best interests of a patient are served 
by cooperation and communication between attend- 
ing physicians and physicians in charge of occupa- 
tional health programs. In this way, prompt restora- 
tion of employees to suitable employment can be 
assured. 

5. Health and safety education. A high standard 
of occupational health cannot be achieved without 
familiarity with, and the observance of, fundamental 
health rules. The development of an understand- 
ing of these rules and the promotion of their ob- 
servance is an essential task in which an occupa- 
tional health staff can render very valuable as- 
sistance. 

An occupational health program should promote 
the education of employees in matters of personal 
hygiene and health and encourage the use of safe- 
guards provided to protect against any hazards to 
health which may be inherent in their jobs. The 
most favorable opportunities for carrying on health 
education and counseling will be afforded during 
visits to health facilities and through periodic in- 
spections of the employee’s place of work. 

Health and safety education involves the co- 
operative efforts of health, safety, and operating 
personnel. Such education should include not only 
the encouragement of habits of cleanliness and or- 
derliness but also instruction, in collaboration with 
the employee’s immediate supervisor in safe work 
practices, in the use and maintenance of available 
personal protective clothing and equipment. 

Experience has shown that health education is 
unlikely to be successful unless the employer dem- 
onstrates his sincere and continuing interest in the 
health of his employees. This entails participation 
by health personnel in health and safety meetings. 
Likewise, employees should be encouraged to par- 
ticipate in the planning and conduct of health edu- 
cation activities and to make full and effective use 
of occupational health services and facilities avail- 
able to them. 

An occupational health program, to be effective 
and acceptable to the employee, must be staffed by 
objective and competent personnel who create an 
atmosphere of warm, sincere, and positive personal 
helpfulness. 
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Personnel 
A PHASES of an occupational health program 
should be under medical supervision. This re- 
quires the appointment of a Medical Director, full- 
or part-time, who is a qualified doctor of medicine. 
Training and/or experience in occupational medicine 
is desirable. The Medical Director should have a 
responsible role in the development and interpreta- 
tion of medical policy. He should administer the 
health program and be directly responsible to a 
designated official at the policy-making level of 
management. Additional physicians, as consultants 
or associates, may be required for an effective pro- 
gram. The duties of these physicians should be 
clearly defined by the Medical Director. 

Qualified auxiliary personnel, selected and directed 
by the physician in charge, are essential to the 
proper functioning of an occupational health pro- 
gram. According to program needs, these may in- 
clude nurses, industrial hygienists, first aid attend- 
ants, and laboratory and clerical personnel. 

A nurse should be a graduate of an accredited 
school of nursing, registered and legally qualified to 
practice nursing where employed. Training and/or 
experience in occupational health is desirable. She 
should assist the physician in the supervision of 
the health of employees while at work and in their 
health education. Her professional duties and nurs- 
ing procedures should be clearly defined in writing 
by the physician to whom she is responsible. 

One or more qualified first aid attendants, known 
to all employees, should always be available during 
working hours. They should receive periodic re- 
fresher instruction and be provided with specific 
written instructions by the physician in charge. 


Facilities 

HE facilities of an occupational health program 

may be available at the place of employment or 
in the community. When provided on the employ- 
ment premises, facilities should: 

1. Be located in a quiet area, readily accessible 
to employees; 

2. Be sufficiently spacious, well lighted, ventilated 
and heated; 

3. Include waiting, consultation, examining and 
treatment rooms, and toilet facilities, to insure 
adequate privacy and comfort; and 

4, Have appropriate medical and 
equipment. 

It may also be desirable to provide a rest or re- 
covery room, dressing rooms and facilities for labo- 
ratory and radiological examinations. 


laboratory 


Conclusion 
GPeciric and detailed recommendations as to fa- 
cilities, personnel and other aspects of individual 
occupational health programs obviously are beyond 
the scope of this statement. It is recommended that 
the local medical society be consulted to assure that 
a given program is in agreement with the objectives 
of this statement and with established community 
practices. 
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Industrial Medical Association 


President Shilling 


This President's Page is usually devoted to a message from 
the IMA President. This month — his last in office — it is 
given over to things said not by him, but about him... . 


T Is probable that not many of the members of 

the Industrial Medical Association give thought 
to the characteristics that make their organiza- 
tion what it is. These are various in number, 
and distinctive in kind. Among them, on the 
positive side, are the announced aims and pur- 
poses, the unselfish objectives, that enlist the 
best abilities of all who understand them. The 
negatives include freedom from the cloistered 
aloofness of self-selected preference, and com- 
plete lack of what Dr. Alan Gregg refers to as 
the “insularity of view” and “professional pro- 
vincialism” that consider unity of thought and 
action less important than compromises _ be- 
tween localisms. Another positive is that the 
Association’s Officers and Directors can be — 
as they are — serious-minded workers, dedi- 
cated to their work for its own sake, without 
being haunted by the specter of having to report 
later to constituents back home. And still an- 
other is that the Presidency of the Association 
affords its incumbent the opportunity to be a 
real Chief Executive. 

It is characteristics of this kind that enable 
an organization to be objectively useful. How- 
ever they got into the structure of IMA, the 
important fact is that they were there when 
the need for them became apparent.. And now 
that the year-by-year history of the Association 
has become the story of the accomplishments 
of administrations rather than of individuals, 
they emerge as a sort of standard in terms of 
which a period of progress can be evaluated. 


HE ASSOCIATION’S year now ending has been 

definitely a period of progress, a time of 
“strong and sturdy growth.” In his President’s 
Page, Dr. Shilling has pretty well reported on 
it from month to month. His December mes- 
sage gave it summary: “Our District Counsel- 
ors have grown to 35 in number and to con- 
sultant stature in organizational developments. 
Our Component Societies — now 13 — have 
taken their places as recognized protagonists 
of industrial medicine in the localities they serve. 
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Our membership has continued to increase, stead- 
ily and satisfactorily. Our liaison with other 
professional associations and scientific societies 
has opened many new lines of communication 
between our now-acknowledged specialty and 
theirs — to the common good of all. Our voices 
are heard more effectively in the halls of ed- 
ucation. Our insignia of OHI Certification — 
according to IMA standards — appear more 
often in the factory and the office. Our contacts 
with management have been more numerous, 
and much more prolific of mutual understanding 
and respect. Our public relations efforts have 
begun to elicit response. Our international re- 
lations have been furthered by attendance of 
IMA members at industrial medical meetings 
— as well as contributions of IMA members to 
industrial medical literature — in almost a 
dozen foreign lands.” 

Throughout Dr. Shilling’s messages there are 
numerous tributes to all the many — Officers, 
Directors, Committee Chairmen and members, 
District Counselors, Component Society Officers 
and members, and others — who are giving 
their time and abilities to the work of the organ- 
ization. He recognizes the volume and the values 
of their contributions, and reminds his readers 
of the fact that these have grown together until 
now — under the Association’s egis —- they 
encompass equally the science and the human- 
ities involved in the employment relation. The 
potential of influence contained in this is in- 
calculable. 

Interestingly, however, this man almost creates 
the impression that he has been little more 
than an observer in these developments instead 
of one of their leaders. He uses ‘“‘we” and “our” 
in his texts, but it is never in the sense of the 
editorial license where “we” means “I.” He is 
a tried-and-true member of the “team,” but 
too genuine to emphasize that he’s this year’s 
‘aptain. He feels — to paraphrase one of his 
own lines — that “Together we are a big team, 
for a big purpose.” 

In his “captaincy,” Dr. Shilling has demon- 
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strated a high order of executive and administra- 
tive ability. As presiding officer at meetings 
he is patient, unhurried, skillful, giving every- 
me a chance to be heard, yet getting through 
1 remarkable lot of business — as the records 
and reports will testify. He takes the day and 
its duties in stride — habitually unruffled and 
self-contained but ever alert and ready behind 
a calm exterior. It is said of him that he has 
never been known to lose his temper. But he 
can be stern and incisive. It may be suspected 
that he has, to some degree, the fault-virtue 
or virtue-fault of being a perfectionist. At any 
rate, those close to him tell about his taking 
on a hobby, having received a beautiful camera 
as a Christmas present. “Like everything else 
he attempts, his results with it had to be per- 
fection, so he went to night school to learn pho- 
tography, and, before he would venture a pic- 
ture, took his camera apart to see what made 
it “trek”? 


EROME W. SHILLING was born at Acton, Cali- 

fornia, August 28, 1897. He attended Los 
Angeles grammar and high schools, 1905-16; 
and the University of California at Berkeley, 
1917-20 — with an interlude, 1917-18, as Sea- 
man, United States Navy. In 1920 he enrolled 
at Washington University Medical School, St. 
Louis, graduating M.D. in 1924. Following in- 
ternship at Missouri Baptist Hospital, St. Louis, 
he entered industrial practice, with special in- 
terest in traumatic surgery. His first industrial 
affiliation was with the Frisco Lines Hospital, 
St. Louis, 1925-26. In the latter year he es- 
tablished his practice in Los Angeles; in 1927 
became identified with the Union Pacific Rail- 
road, and, in 1928, with B. F. Goodrich Rubber 
Company, Pacific Branch. 

His association with Pacific Telephone and 
Telegraph Company began in May, 1931; he 
has been Medical Director since May, 1941. The 
Southern California area in his charge extends 


from Santa Barbara south to San Diego, in- 
cluding El Centro, and embraces some 42,000 
employees. His Medical Department, at 740 South 
Olive Street, Los Angeles, has five physicians, 
14 nurses, 12 clerks, a laboratory technician, 
a medical office supervisor, an office supervisor, 
and a secretary; and throughout the area he 
has 25 Medical Consultants. 

In medical organizations he is Fellow, Amer- 
ican College of Surgeons, American College 
of Preventive Medicine, and AMA; member, 
California Medical Association (Past President, 
Section of Industrial Medicine and Surgery) ; 
Los Angeles County Medical Association (Indus- 
trial Section) ; and Western Industrial Medical 
Association (Past President). Last April, at 
St. Louis, having served successively as Second 
Vice President, First Vice President, and Presi- 
dent-Elect of the Industrial Medical Associa- 
tion, he became President of that organization. 
In 1955, he was certified by the American Board 
of Preventive Medicine as a Diplomate in Oc- 
cupational Medicine. He is a member of the 
Board of Directors of the Occupational Health 
Institute. 


At THE beginning of his term as President of 

IMA — with, for him, rare use of the first- 
person-singular — Dr. Shilling said: “In be- 
coming the Association’s Chief Executive Of- 
ficer I do so with admiration and respect for 
the past, a measure of satisfaction with the 
present, and a plea for guidance in the months 
ahead. My distinguished predecessors — one by 
one, and each in his own way — contributed 
their best. Earnest is my hope that the same 
may be said of me.” 

The intent and purpose of this brief sketch 
are to do just that — to say the same of him. 
He had much to give; he gave it; and it was 
good. That will be the record of his tenure. 
Meanwhile it is a privilege to be able, here, to 
anticipate the historian, and say it first. 





Light-Up Time 


Be INCREASE factory production and efficiency, pay more attention to the atmosphere 
and appearance of the plant. We have learned the importance of environment in 
our homes, and we have given them color, mood, and visual warmth to increase the 
pleasure of our leisure hours. The majority of us have also recognized that attractive 
surroundings in our offices help to make them pleasanter places in which to work, 
and usually produce greater output. Now we must recognize that our large invest- 
ments in the personnel and equipment of our manufacturing plants demand that we 
give equal attention to them and supply every environmental element that will lead 
to most efficient production. Intelligent lighting can provide not only a scientifically 
adequate level of illumination for the seeing task being performed, but can provide 


a pleasurable living environment as well. 


—From a talk by W. H. KAHLER, at the Light and Vision Course sponsored by the University of Michi- 
gan School of Public Health and the Illuminating Engineering Society, March 21, 1958. 
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Association News 


Industrial Health Conference 


ENERAL Chairman of the 1958 National Indus- 

trial Health Conference in Atlantic City, April 
19-26, is H. W. LAWRENCE, M.D., President-Elect of 
the Industrial Medical Association. C. SCOTT McKIN- 
LEY, M.D., is Deputy General Chairman, and N. V. 
HENDRICKS is Deputy General Co-Chairman. 

Committee Chairmen for the Participating Asso- 
ciations are as follows: 

INDUSTRIAL MEDICAL ASSOCIATION: T. M. THOMP- 
SON, M.D., Conference Chairman; JOHN HENDERSON, 
M.D., Program Chairman; RALPH A. YOUNG, M.D., 
Publicity Chairman; J. H. WOLFSIE, M.D., Scientific 
Exhibits Chairman; and RALPH BUCHANAN, M.D., Ar- 
rangements Chairman. 

AMERICAN INDUSTRIAL HYGIENE ASSOCIATION: W. R. 
BRADLEY, Conference Chairman; K. W. NELSON, Pro- 
gram Chairman; PAUL E. MORROW, Publicity Chair- 
man; ARTHUR PABST, Scientific Exhibits Chairman; 
and A. E. DOOLEY, Arrangements Chairman. 

AMERICAN ASSOCIATION OF INDUSTRIAL NURSES: 
WILLIAM B. MCLOUTH, R.N., Conference Chairman; 
LILLIAN DILLARD, R.N., Program Chairman; BERT 
LOVELAND, R.N., Publicity Chairman; JANE VOSICK, 
R.N., Scientific Exhibits Chairman; and ELEANOR 
SHELLEY, R.N., Arrangements Chairman. 

AMERICAN CONFERENCE OF GOVERNMENTAL INDUS- 
TRIAL HYGIENISTS: MIRIAM SACHS, Conference Chair- 
man; CHARLES COUCHMAN, Program Chairman; TULA 


S. BROCARD, Publicity Chairman; H. J. PAULUS, Scien- 
tific Exhibits Chairman; and E. LYNN SCHALL, Ar- 
rangements Chairman. 

AMERICAN ASSOCIATION OF INDUSTRIAL DENTISTS: K. 
W. MISHER, D.D.S., Conference Chairman; A. H. GREEN- 
WOOD, D.D.S., Program Chairman; L. S. MORVAY, D.D.S., 
Publicity Chairman; H. H. DOUGHERTY, D.D.S., Scien- 
tific Exhibits Chairman; and W. E. ELVERS, D.D.S., Ar- 
rangements Chairman. 


Banquet Reservations 

DVANCE reservations for the Industrial Medical 

Association’s Annual Banquet on April 23, 1958, 
are available, it is announced by GEORGE G. MINSCH- 
WANER, Chairman, IMA Banquet Committee. The 
banquet will be held in the Carolina Room of the 
Chalfonte Hotel in Atlantic City. DAVID B. ALLMAN, 
M.D., President, American Medical Association, will 
present an address of welcome, and the HON. ROBERT 
MEYNER, Governor of New Jersey, will greet those 
assembled. Each table will seat eight persons (see 
floor plan for table numbers), and the cost is $8.00 
per ticket. Reservations specifying table desired 
should be sent to the Industrial Medical Association, 
28 East Jackson Boulevard, Chicago 4, Illinois, and 
should be accompanied by remittance. 


Technical Exhibits 
ORE than 100 Technical Exhibits will be displayed 
at Convention Hall during the Conference. The 
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xhibits are designed to acquaint the industrial phy- 
ician with all the latest developments in procedures 
ind equipment that will aid him in his work. Among 
he Technical Exhibits are the following: 

Alcon Laboratories, Inc. — Featuring rhinologic 
and sterile ophthalmic preparations . . . Booth 218. 

Allergens, Division of Chemical Specialties, Inc. — 
eaturing aqua ivy, APR poison ivy and poison oak 
esensitizer .. . Booth 229. 

A. S. Aloe Company — Featuring complete plan- 
ing service, available to those building or remodel- 
ng medical departments or laboratories . . . Booths 
108-410-412. 

American Ferment Company, Inc. — Featuring 
Falgos tablets, Caroid and bile salts tablets, and 


Alearoid tablets and powder . . . Booth 406. 
American Meter Company — Featuring gas me- 
ters ... Booth 116. 
American Optical Company — Featuring indus- 


trial vision program, respirators, and sound protec- 
tors ... Booth 212. 

American Sterilizer Company — Featuring auto- 
claves, portable sterilizers, sterilizer cabinets, exam- 
ining light, dental light . . . Booth 326. 

American Tobacco Company, Research Laboratory 
— Featuring a picture display in full color of the 
growing and processing of tobacco from the seed to 
the cigarette .. . Booths 309, 311. 


Armour Laboratories — Featuring Tryptar oint- 
ment, Chymar, and H. P. Acthar Gel ... Booth 308. 
Arnar-Stone Laboratories, Inc. — Featuring 


Americaine topical anesthetic ointment and aerosol, 
Silicote ointment and liquid spray ... Booth 225. 

Association of American Soap and Glycerin Pro- 
ducers, Inc. ... . Booth 114. 

Astra Pharmaceutical Products, Inc. — Featuring 
Xylocaine, injectable and topical anesthetics .. . 
Booth 328. 

Ayerst Laboratories — Featuring Kerodex, Enzac- 
tin, and Antabuse . . . Booth 307. 


Baldwin and Mermey — Featuring an electrical 
congener exhibit on alcoholic beverages. . . . Booth 
417. 


Bauer & Black — Featuring first aid supplies... 
Booth 312. 

Bausch & Lomb Optical Company — Featuring 
Ortho-Rater protective eyewear vision testing equip- 
ment, and protective corrective eyewear ... Booth 
213. 

Becton, Dickinson and Company — Featuring syr- 
inges, needles, thermometers, and elastic bandages 
... Booth 217. 4 

Beltone Hearing Aid Company — Featuring hear- 
ing aids and audiometers .. . Booth 501. 

Blakiston Division, McGraw-Hill Book Company 
— Featuring medical books. . . . Booth 227. 

Bomgardner Manufacturing Company — Intro- 
ducing a new concept in the care and transportation 
of the sick and injured. . . . Booth 427. 

Bristol-Myers Products Division — Featuring Am- 
mens, Bufferin, Minit-Rub, and Theradan ... Booths 
304, 306. 

Buffington’s, Inc. — Featuring Synthaloids, Dola- 
par, and DoloroComp . . . Booth 509. 

Robert Busse & Company, Inc. — Featuring dis- 
posable hospital items . . . Booth 405. 
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Carbisulphoil Company — Featuring Foille, Acti- 
vol, and Tarcaine .. . Booth 221. 

Chattanooga Pharmacal Company — Featuring 
Hydrocollator steam packs and master units... 
Booth 210. 


Chesebrough-Pond’s Inc. — Featuring Vaseline 
sterile petroleum gauze ... Booth 413. 

Ciba Pharmaceutical Products, Inc. — Featuring 
most recent pharmaceutical products ... Booth 202. 

Coca-Cola Company — Serving ice-cold Coca-Cola 
... Booth 424. 

Common Cold Foundation . .. Booth 511. 


Connecticut Bandage Mills, Inc. — Featuring elas- 
ticfoam, splints, and elastic bandages . . . Booth 201. 
Davis Emergency Equipment Company, Inc. — 
Featuring first aid and toxic gas analysis equipment 


... Booth 310. 

Joseph K. Dennis Company, Inc. — Featuring 
IMA group insurance ... Booth 104. 

Desitin Chemical Company — Featuring Desitin 


ointment, powder, lotion, suppositories, soap, rectal 
o:ntment ... Booth 102. 

Diapulse Manufacturing Company — Featuring 
“Diapulse,” a pulsating short wave machine 
Booth 230. 

DoHo Chemical Corporation — Featuring Aural- 
gan, Otosmosan, Rhinalgan, new Larylgan 
Booth 214, 

Dome Chemicals, Inc. — Featuring Acid Mantle 
products, Domeboro and other wet dressings, and 
Soy-Dome soapless skin cleanser . . . Booth 219. 

Duke Laboratories, Inc. — Featuring Elastoplast 
bandages and unit dressings, Gelocast prepared unna 
paste bandage, Nivea creme, skin oil, basis soap, and 
Tecto ... Booth 315. 

Eaton Laboratories — Featuring Furadantin, Fur- 
estrol, and Tricofuron ... Booth 302. 

Encyclopaedia Britannica — Featuring 1958 edi- 
tion, Encyclopaedia Britannica ... Booth 422. 

Geigy Pharmaceuticals — Featuring Butazolidin, 
Butazolidin-Alka, Preludin, Sterosan Hydrocortisone 


cream and ointment, Medomin, and Sintom .. . Booth 
209. 

Hillman Pharmaceutical Company — Featuring 
Hillman’s D Compound . . . Booth 409. 

Ille Electric Corporation — Featuring Hydro- 
massage Subaqua therapy equipment ... Booth 208. 

Industrial Acoustics Company, Inc. — Featuring 


I.A.C. Audiometric Testing Room Model “400”... 
Booth 503. 

Johnson & Johnson — Featuring surgical dress- 
ings and baby products ... Booths 325-327-329. 

Karel First Aid Supply Company — Featuring 
hospital furniture, emergency stretchers,’ . oxygen 
equipment ... Booth 106. 

Keystone View Company — Featuring occupation- 
al vision screening equipment and lantern slide pro- 
jector ... Booth 118. 

Licensed Beverage Industries, Inc. — Featuring 
display explaining that alcoholism is a medical and 
public health problem; that the alcoholic beverage 
industry supports research ... Booth 205. 

Eli Lilly and Company — Featuring pharmaceu- 
ticals and biologicals ... Booth 317. 

P. Lorillard Company — Featuring Kent Ciga- 
rettes ... Booths 428, 430. 
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Maico Company, Inc. — Featuring automatic au- 
diometers, sound rooms, and ear defenders .. . Booth 
207. 

S. E. Massengill Company — Featuring Adreno- 
sem Salicylate, Homagenets, Salcort, and Massengill 


powder ... Booth 411. 

Merck Sharp & Dohme — Featuring pharmaceuti- 
cals ... Booth 301. 

Medco Products Company — Featuring the 
“Medco-Sonlator.” . . . Booth 314. 

Metropolitan Life Insurance Company — Featur- 
ing exhibit on emotional health . . . Booth 517. 

Milburn Company — Featuring skin protective 
creams, cleaners, and chemical resistant clothing 
.. . Booth 420. 

Miles Laboratories, Inc. — Featuring concentrated 
Bactine, Alka-Seltzer, vitamins, and Tabcin 
Booth 108. 

Milex of New York — Featuring cancer detection 


unit, Lestens, Tricho-San, and gynecological products 
... Booth 519. 

Mine Safety Appliances Company — Featuring 
noise detection instruments, ear protectors, artificial 
respiration, dust and gas detection instruments, first 
aid and other safety equipment ... Booths 401, 403. 

National Council on Alcoholism ... Booth 303. 

Nepera Laboratories — Featuring Biomydrin na- 
sal spray ... Booth 418. 

New York Medical Exchange — Featuring discus- 
sion of problems relating to Medical Department per- 
sonnel ... Booth 404. 

G. H. Packwood Manufacturing Company — Fea- 
turing Pax safety industrial skin cleansers, Silicone 
lotions, lanolin lotions and other safety cleansing 
products ... Booth 211. 

Pepsi-Cola Company — Serving free 
Pepsi-Cola. . . . Booths 110, 112. 

Pfizer Laboratories — Featuring the newest in 
antibiotic potentiation provided by Glucosamine, the 
enhancing agent of choice. . . . Booth 415. 

Pharma-Craft Company — Featuring Coldene, 
Fresh and Ting... Booth 425. 

George P. Pilling and Son Company — Featuring 
Pilling-Abco line of hospital supplies and Pilling 
Instrument Specialties. .. . Booth 228. 

R. J. Reynolds Tobacco Company — Featuring 
Camel, Winston, Salem, and Cavalier cigarettes ... 
Booth 223. 

Rich Company, Inc. — Featuring Salcolan oil and 
ointment ... Booth 426. 

Ritter Company, Inc. — Featuring examining ta- 
bles and ENT equipment . . . Booths 316, 318. 

Sanborn Company — Featuring medical diagnostic 
and biophysical research equipment . . . Booth 215. 

SchenLabs Pharmaceuticals, Inc. — Featuring 
Titralac tablets and liquid, Titralac-SP tablets, Dia- 
fen tablets, Colostat, Sedamyl, Dorbane, Dorbantyl 
capsules, liquid, and Neutrapen ... Booth 414. 

Schering Corporation— Featuring Chlor-Trimeton, 
Coricidin, Metiderm, Metimyd, and Metimyd with 
Neomycin . . . Booth 407. 

Smith, Kline and French Laboratories — Featur- 
ing Daprisal, Edrisal, Teldrin, Compazine, and 
Thorazine . . . Booth 305. 

E. R. Squibb & Sons — Featuring Diagnex... 
Booth 402. 
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Stephenson Corporation — Featuring resuscitatio: 
equipment and chemical tests for intoxication . . 
Booth 206. 

Sugar Beet Products Company — Featuring indus 
trial skin cleansers, dispensing equipment, anc 
cleaner-disinfectant-sanitizer-deodorant . . . Booths 
513, 515. 

Tailby-Nason Company, Inc. — Featuring Beta- 
dine antiseptic, and Supertah ointment . . . Booth 
429. 

Tect, Inc. — Featuring Vythene, safety solvents 
... Booth 204. 

Union Industrial Equipment Corporation — Fea 
turing Uni-Jet Lead-in-Air Analyzer ... Booth 216 

United States Safety Service Company — Featur- 
ing head and eye protection, and salt tablets ... Booth 
203. 

Whitehall Electro Medical Company, Inc. — Fea- 
turing whirlpool baths . .. Booth 416. 

Whitehall Pharmacal Company — Featuring Ana- 
cin, BiSolDol, and Kolynos . . . Booth 330. 


Wilmot Castle Company — Featuring sterilizers 
and lights . .. Booth 313. 
Winthrop Laboratories — Featuring Biosyneph- 


rine, Phisohex Zephiran, Neo Synephrine cold tab- 
lets, A.P.C. Demerol . . . Booth 226. 


OH] Certifies 


HE Southern Office of the State Farm Insurance 

Companies recently was presented with the Oc- 
cupational Health Institute’s Certificate of Health 
Maintenance. The Certificate was presented to VIN- 
CENT D. FEHRINGER, Resident Vice President by WIL- 
LIAM G. THUSS, SR., M.D., Regional Consultant of the 
Occupational Health Institute. In accepting the hon- 
or, MR. FEHRINGER said that credit was due the 
company’s entire working force, and particularly 
to the medical staff, headed by Dr. THUSS, Medical 
Director. He continued, “To-carry out a program 
of this kind, management can only provide the fa- 
cilities and staff. The medical schools and hospital 
teaching centers must produce skilled doctors, 
nurses, and technicians imbued with the philosophy 
of preventive medicine as well as an understanding 
of industry and its problems.” 





M.D., left, Mrs. Lucille Wells, 
R.N., and Vincent Fehringer. 


William G. Thuss, Sr., 
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Kooks 


Factors and Influences 
HE HEALING OF WOUNDS: Edited by MARTIN B. 
WILLIAMSON. McGraw-Hill Book Company, Inc., 
330 West 42nd Street, New York 36, 1957, pp. 202, 
$7.00. 

Long ago (1700) Ramazzini observed that the 
wounds of soldiers in the field often failed to heal 
despite the best treatment available at that period. 
That same observation has been made many times 
since in connection with wounds on and off the 
battlefield. What was not known was that dietary 
deficiency partly was responsible. Ascorbic acid 
(vitamin C) is essential to collagen formation. One 
section of this small book is devoted to that phenome- 
non. Frank scurvey is a rarity among industrial 
workers today, but subclinical scurvey is of frequent 
occurrence, so much so that in any resistance to 
wound healing vitamin C inadequacy may be sus- 
pected. 

Many other factors influence wound healing, some 
of which are implied in these other chapter headings: 

Metabolism of Proteins and Amino Acids during 
Wound Healing. 

Role of the Ground Substance in Wound Healing. 

Methionine in Wound Healing during Protein 
Starvation. 

Pharmacologic Considerations of Sulfur Com- 
pounds in Tissue Regeneration. 

Hormonal Influences on Granulation Tissue For- 
mation. 

Healing of Muscle Tissue. 


The Adventure of Being an Industrial Nurse 

ONTEMPORARY DEVELOPMENTS IN OCCUPATIONAL 

HEALTH NURSING: University of Oklahoma Medi- 
cal Center, Oklahoma City, Oklahoma, 1957, pp 116, 
illustrated, $2.00. 

Those Annual Workshops on Industrial Nursing 
out in Oklahoma are far remote from the exclu- 
sively pontifical. Some items are startling, as in the 
latest one of which this book is the proceedings, 
when one panel was devoted to the nurse’s groom- 
ing, with some emphasis on manners, makeup, voice, 
and demeanor. Not all was of that flavor, as is 
keynoted in the first portion of Dr. Hamlin’s open- 
ing presentation, when he notes: “The nurse’s place 
in an industrial health program is just as important 
as in other branches of medicine, and the effective- 
ness of the doctor-nurse team will be reflected in 
the degree of cooperation shown by each. The phy- 
sician should, and usually does, realize that the 
nurse must have freedom to use her own initiative 
far beyond what is expected of her in the ordinary 
conduct of nursing practice. Her position in in- 
dustry is unique, and the contact she has with 
employees affords an opportunity to develop enviable 
relationships which cannot be duplicated elsewhere. 
In this connection it is essential to recognize the 
potentialities involved with respect to management, 
the physician, and employees — otherwise much 
of her usefulness will be lost.” 

The major explorations of the workshop are: 
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The Physician and Nurse in Industry — A Com- 
bined Operation. 

Nurse-Patient Relationships. 

The Nurse’s Role in the Prevention and Treat- 
ment of Acute Medical Emergencies. 

Medical Aspects of High Intensity Noise —- Ear 
Defense. 

Ways and Means in Industrial Group Insurance. 

Recent Changes in Social Security Legislation 
of Interest to the Nurse in Industry. 

The Psychology of Work — or Do We Work 
Only for a Paycheck? 

Industrial nurses’ conferences not always are 
well attended. Too often the motivation comes from 
being a slave to duty. Assemblies such as in Okla- 
homa City are in response to an entirely different 
motivation — the appeal of newness and freshness 
in the adventure of being an industrial nurse. 

For those interested in purchasing a copy, make 
checks payable to Industrial Nursing Trust Fund 
and address requests to: Industrial Nursing Work- 
shop, Department of Preventive Medicine and Public 
Health, University of Oklahoma Medical Center, 
801 Northeast Thirteenth Street, Oklahoma City 4, 
Oklahoma. 


Antibiotics 
ANDBOOK OF TOXICOLOGY: Volume II, Antibiotics. 
WILLIAM S. SPECTOR, Editor. Wright Air Devel- 
opment Center, Wright-Patterson Air Force Base, 
Ohio. WADC Technical Report 55-16. June, 1957, 
pp. 264. A limited number of copies are available 
to specialists in the field of occupational health and 
may be obtained from the ASTIA Document Service 
Center, Knott Building, Dayton 2, Ohio. This report 
has been published under the same title by W. B. 
Saunders Co., Philadelphia, from whom it may be 

purchased. 

Long ago (February, 1956) Volume One in this 
series was reviewed with praise, because of immedi- 
ate usefulness to the industrial toxicologists and 
hygienists. This second volume, though no small 
potato in its own right, deals with the properties, 
toxicological and otherwise of 340 antibiotics. Thus 
there is sharper appeal to therapists and general 
toxicologists. The work “antibiotic” is used in the 
strictest sense, i.e., “a chemical substance produced 
by microorganisms which has the capacity, in dilute 
solutions, to inhibit the growth of, or to destroy, 
bacteria ard other microorganisms.” Other anti- 
infectives and chemotherapeutic agents have not 
been listed in this book. The data are recorded as 
accurately as possible from the literature and are 
current as the book goes to press. Because the field 
of antibiotics is tremendously fast-moving, it is by 
no means beyond possibility that some of the biologi- 
cal and toxicological informatinon may be out of 
date the time the volume appears in print — or 
that some of the facts may be contradicted by more 
recent reports. 

In the compilation of this information, one of the 
chief objectives has been clarity of presentation. 
To attain this clarity, only the most fundamental 
data appear in the body of the text. In several 
instances footnotes have been used to supply addi- 
tional facts and preserve the conciseness of the text. 
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Other pertinent material prohibited by limitations 
of space is to be found in the literature, and for 
this reason the bibliography is presented in sets 
of references, with a set for each antibiotic listed. 

In an attempt to increase the usefulness of the 
volume, two appendices have been added. The first 
of these is an antibiotic efficacy listing in which 
organisms are compiled alphabetically and each is 
followed by the code numbers of all antibiotics 
showing moderate to high activity against it. The 
second appendix is a source list of antibiotics, 
alphabetized by the source organism. 

The wonder is not that so many antibiotics should 
have proved to possess toxic properties; rather it 
is that within the short period marking the arrival 
of “antibiotic” into common parlance, 304 should 
have been produced. Even so that number leaves 
unheralded some hundred ohters that neither grace 
the pharmaceutical shelves nor the printed pages. 
All this means that the “antibiologists” will so be 
shattered into splintered groups that perforce there 
will appear specialists limiting their concern to 
those antibiotics beginning with A, B, C, or D. 
Another group will be specialists in the W, X, Y, 
and Z miracles. A word to the wise: Get into the 
M, N, O, P category. That includes penicillin, the 
king of the antibiotics, with no challengers and no 
prospects of early displacement from acknowledged 
supremacy. 


Know Any? 

SYCHOPATHIC PERSONALITIES: H. PALMER, Phil- 
tea Library, Inc., New York, 1957, pp. 179, 
$4.75. 

This English psychiatrist is well aware that he 
makes use of some classifications and terminology 
not now applied by psychiatrists, at least not in 
the Americas. Many psychiatrists would not ap- 
prove of this small book, but for less knowing ones, 
including the intelligent public, the vivid descrip- 
tions will have enormous appeal so that every reader 
will be able to note in the persons about him many 
of the warped types portrayed. Psychopathy con- 
notes individuals who seem to be more or less 
permanently awry, and in whom there is faulty 
integration of the self, and, as a consequence, a 
whimsicality, if not bewilderment, of purpose. The 
author calls upon the reader to recognize certain 
everyday types of disturbed personalities: “anxiety 
psychopaths” (the worriers), hysteroid psycho- 
paths (the Prima Donnas), depressive psychopaths 
(the morose and irascible), obsessional psycho- 
paths (the persnickety folk), maniacal psycho- 
paths (the bounders and planners), schizoid psy- 
chopaths (the withdrawn and autistic), epileptic 
psychopaths (who explode on occasion), aggressive 
psychopaths (the thrusters), paranoid psychopaths 
(the suspicious, persecuted, and pseudoquerulants), 
and the person whom you and I potentially dislike 
for the moment, be he schoolmaster, judge, em- 
ployer, or colleague — especially him or her of 
whom we are jealous, and particularly if he be an 
opponent in the political field! Lastly, there is 
a wide range of socially inadequate people: unusual 
or extravagant in dress, irritable, strange and 


218 


changeable, fickle and erratic, lazy or hyperkinetic 
or turbulent, a bore or ebullient and insecure, in- 
tolerant, difficult to please, petulant, imperious, a 
bad loser and double dealer. Would any of this 
matter, if only we were to feel that the person 
was at least trying to contribute, to play his part, 
and to do his bit, in a manner which was not at 
other people’s expense? Too frequently he spends 
his time outwitting his fellow man. Where the psy- 
chopathic egotist has learned to safeguard these 
social requirements, his psychopathy is often rela- 
tively meaningless as a social concept. For, to be 
sure, he may then become a “salt of the earth” 
type. Subsequently in such an instance we may grow 
to regard the contribution of such a person with 
amiability, and reflect that after all life without 
such “named varieties’ (to paraphrase the rose 
catalogues) would be dull indeed! 

The victims of psychopathic personalities make 
life miserable for the large number of unwarped 
minds and serve as provocation to becoming a 
troglodyte! 


It Figures 

NTRODUCTION TO STATISTICAL ANALYSIS, 2d ed.: 

W. J. DIXON and F. J. MASSEY. McGraw-Hill Book 
Company, Inc., New York, 1957, pp. 488, $6.00. 

Occupational health in its numerous ramifications 
teems with opportunities to apply exact statistical 
procedures. Many publications based on long and 
expensive investigative work become of little value 
because the presentations lack the safeguards of 
statistical precision. Even in the present genera- 
tion of industrial physicians few statistical gains 
have been made; industrial hygienists have fared 
better and have prospered thereby. More and more 
the personnel of occupational health, the physician, 
the hygienist, the nurse are qualifying for specialty 
duties through formal academic training. For them, 
capacity to apply statistical analyses is essential. 
It is not known that any educational agency pro- 
viding degree-level training in occupational health 
fails to require qualification in statistical methods. 
This requirement often stirs early resentment in 
trainees, but ends up in joy and appreciation when 
once they are in the field. This book, as to occupa- 
tional health, belongs to the newer generation. 

In this work the concepts of distribution, sample, 
and population are introduced early. The elementary 
descriptive procedures of statistics appear as they 
are needed in the development of the ideas of 
sampling, tests of hypotheses, and design of ex- 
periments. The analysis of variance is explained 
sufficiently early for its inclusion in a one-semester 
or two-term course. Modern developments (e.g., 
sequential analysis, nonparametric statistics) have 
been included because of their wide applicability 
and their validity under general conditions. 

The usual industrial physician may not need to 
make direct use of this book. His need is for rec- 
ognition that in his specialty work the application 
of statistical methods is requisite. In brief, there 
is a place for the statistician in occupational health 
— for the group member qualified as this book may 
provide qualifications. 
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Guiding Principles for an Occupational Health Program 
in a Hospital Employee Group 


OR SOME, semantics serve as a barrier to the 

easy recognition that a hospital is an indus- 
try to the same extent that a city’s police de- 
partment is an industry. Many other occupational 
pursuits fall into the same category. There is 
no insistence that employees in these many 
activities be listed as industrial workers. Such 
persons regard themselves as far remote from 
the usual classification of industrial worker. Re- 
gardless of all distinctions, such employees are 
entitled to a full measure of protection against 
all manner of health affronts in their work en- 
vironment. 

The divisions of personnel in a hospital in- 
clude the managerial and professional staffs, 
nurses, salaried nurse trainees, nurses’ aids, 
technicians, clerical workers, dieticians, maids, 
orderlies, janitors, and engineers, among others. 
Medical students, not being salaried, lack the 
legal status of the mentioned groups, but are 
entitled to adequate protection under all cir- 
cumstances. 

In number and severity, the harmful exposures 
attendant to hospital employment are equivalent 
to those found in many manufacturing activities; 
however, the exposures often are peculiar to 
this form of employment. The chief source of 
danger comes from patients with communicable 
diseases, or, from those who, being sometimes 
aberrant, may engage in acts of violence. In 
turn, patients need protection against the trans- 
fer of communicable diseases from hospital 
employees. Tuberculosis, for example, is no rarity 
among medical students, interns, nurses and 
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food handlers. Drugs and other chemicals abound 
in hospitals and habit-forming medicaments are 
accessible. 

In the fostering of meritorious hospital worker 
protection, an outline, captioned as is this 
editorial, has been developed by the Joint Com- 
mittee on Health Programs for Hospital Per- 
sonnel of the American Hospital Association 
and the American Medical Association. It cov- 
ers guiding principles basic to the development 
of sound employee health programs in hospitals, 
and is offered as a guide to institutions inter- 
ested in developing such programs. 

Employees in hospitals are entitled to the 
same benefits in health maintenance and pro- 
tection as are industrial employees. Therefore, 
programs of health services in hospitals should 
use the techniques of preventive medicine which 
have been found by experience in industry to 
approach constructively the health requirements 
of employees. 

It is essential that employee health programs 
in hospitals, as in industry, be established as 
separate functions with independent facilities 
and personnel. The fact that hospitals are en- 
gaged in the care of the sick as their primary 
function does not alter the necessary organiza- 
tional plan for an effective occupational health 
program. 

These guiding principles thoughtfully present 
adequate information as to programs, procedures, 
personnel and physical facilities suited to the 
requirements of a good hospital industrial med- 
ical department. Throughout this publication may 
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be found, and properly so, insistence that the 
health conservation services for hospital per- 
sonnel should stand apart from medical services 
rendered hospital patients whose medical care 
seldom embraces the degree of prevention that 
should characterize the hospital employee medi- 
cal services. 


Disability Determination 


NE of the most difficult tasks in all of oc- 

cupational health work is the appraisal of 
the degree of disability in the adjudication of 
claims. In times past much injustice has arisen 
because opinions rather than scientific evidence 
have governed the decisions. As to impairments 
of the back and extremities, near exactness in 
disability determinations has been provided for 
in a special edition of the Journal of the Amer- 
ican Medical Association (February 15, 1958) 
devoted to a committee report entitled ‘““A Guide 
to the Evaluation of Permanent Impairment of 
the Extremities and Back.” Excerpts from the 
preface introduce the significance of the exten- 
sive schedules that characterize the contents of 
this publication: 

It is vitally important for every physician to 
be aware of his proper role in the evaluation 
of permanent disability under any private or 
public program for the disabled. It is equally 
important for him to have the necessary au- 
thoritative material to assist him in competently 
fulfilling his particular responsibility—the eval- 
uation of permanent impairment. It is the pur- 
pose of this and future reports by the Commit- 
tee on Medical Rating of Physical Impairment 
to correct a past confusion of terms and to pro- 
vide a series of practical guides to the evalua- 
tion of various types of permanent impairments. 

The following explanations of generally-used 
terms in programs for the disabled will suffice 
for all practical purposes: 

1. Permanent Disability: This is not a purely 
medical condition. A patient is “permanently dis- 
abled” or “under a permanent disability” when 
his actual or presumed ability to engage in gain- 
ful activity is reduced or absent because of 
“impairment” and no fundamental or marked 
change in the future can be expected. 

2. Permanent Impairment: This is a purely 
medical condition. Permanent impairment is any 


anatomic or functional abnormality or loss afte: 
maximal medical rehabilitation has been achieved 
and which abnormality or loss the physician 
considers stable or non-progressive at the time 
evaluation is made. It is always a basic con- 
sideration in evaluation of permanent disability. 
It should be remembered, however, that perma- 
nent impairment is a contributing factor too, but 
not necessarily an indication of, the extent of 
a patient’s permanent disability. 

3. Evaluation (Rating) of Permanent Disa- 
bility: This is an administrative, not medical, 
responsibility and function. Evaluation of per- 
manent disability is an appraisal of the patient’s 
present and probable future ability to engage 
in gainful activity as it is affected by non-med- 
ical factors such as age, sex, education, economic 
and social environment and the medical factor 
— permanent impairment. Non-medical factors 
have proved extremely difficult to measure. For 
this reason “permanent impairment” is in fact 
the sole or real criterion of ‘permanent disa- 
bility” far more often than is readily acknowl- 
edged. Evaluation of permanent disability forms 
the basis for a determination of permanent dis- 
ability which is an administrative decision as 
to the patient’s entitlement. 

4. Evaluation (Rating) of Permanent Impair- 
ment: This is a function which physicians alone 
are competent to perform. Evaluation of per- 
manent impairment defines the scope of medical 
responsibilty and therefore represents the phy- 
sician’s role in the evaluation of permanent dis- 
ability. Evaluation of permanent impairment 
is an appraisal of the nature and extent of the 
patient’s illness or injury as it effects his per- 
sonal efficiency in the activities of daily living. 
These activities are self-care, normal living pos- 
tures, ambulation, elevation, traveling, and non- 
specialized hand activities. It is not and never 
can be the duty of physicians to evaluate the 
social and economic effects of permanent impair- 
ment. These effects must be evaluated by ad- 
ministrators in making determinations of per- 
manent disability. 

Competent evaluation of permanent impair- 
ment requires adequate and complete medical 
examination, accurate objective measurement of 
function. and avoidance of subjective impressions 
and non-medical factors such as the patient’s 
age, sex, or employability. 
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